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HIGHLY EFFECTIVE CYCLIC THERAPY 


(norethindrone, Parke-Davis) q 


In gynecological disorders amenable to progestational therapy, clinical : 
effects of injected progesterone can now be produced by small oral doses 
of NORLUTIN. In amenorrhea, for example, 10-20 mg. daily for 5 days— 
after estrogen priming—will induce “...a prompt temperature rise and 
withdrawal bleeding 24-72 hours after medication is stopped.”! 


CASE SUMMARY’ Amenorrhea of four years’ duration in a 24-year-old married 
woman. A course of 10 mg. NORLUTIN, twice daily for five days, was followed 
after three days by menses. When no spontaneous menstruation occurred during 
the following 35 days, this treatment was repeated and again induced menses. 
Using ethisterone, similar results were unobtainable in this patient. 


INDICATIONS FOR NORLUTIN: conditions involving deficiency of progesterone such as 
primary and secondary amenorrhea, menstrual irregularity, functional uterine bleeding, 
endocrine infertility, habitual abortion, threatened abortion, premenstrual tension, and 
dysmenorrhea. 


PACKAGING: 5-mg. scored tablets, bottles of 30. 


REFERENCES: (1) Greenblatt, R. H., & Jungck, E. C.: J.A.M.A. 166:1461 (Mar. 22) 1958. (2) Hertz, R.; 
Waite, J. H., & Thomas, L. B.: Proc. Soc. Exper. Biol. & Med. 91:418, 1956. | 
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progestational agent 


with unexcelled potency 


and unsurpassed efficacy 
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ADVERTISEMENTS 


why all the fuss 
over potassium? 


Many physicians will recall when safe but 
potent organomercurials were first intro- 
duced. At the time there was considerable 
worry about possible potassium loss. Pa- 
tients were instructed to take foods rich 
in this mineral, and not infrequently potas- 
sium supplements also were advised. After 
enough experience was gained, it became 
evident that only the exceptional case could 
lose enough potassium to be concerned 
about. And with oral organomercurial diu- 
retics this was practically never a problem. 


Why revive the subject now? Because 
clinical experience with nonmercurial diuretics indicates most of them have such a 
specific effect on potassium that with their use very real problems must be faced. Enough 
potassium loss can lead to digitalis toxicity or to a classical overt hypopotassemia. Since a 
fair percentage of cardiacs who receive diuretics are also digitalized, this excess potassium 
excretion is clinically serious. Clinical experience is still too limited with some nonmercurial 
diuretics to say just how often such loss will occur—but warnings already have been 


sounded by some clinical investigators as to the need for potassium supplementation. 


Experience in many patients, for many years, demonstrates that potassium loss is never 
a problem when NEoHypRIN® is the oral diuretic. And there is no refractoriness to this 


effective oral organomercurial. 
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both cause and fear 


ANGINA 


proven 


ATTACKS 


Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
MILTOWN’ =f= PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Labcratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.” 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.” 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 

Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. For clinical supply and literature, write Dept. 43A 
1. Friedlander, H. S.: The role of ataraxics in cardiology. Am. J. Card. 1:395, March 1958. 

2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


(WALLACE LABORATORIES, New Brunswick, N. J. 
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ADVERTISEMENTS 


FOR FLAGELLATE AND FUNGAL VAGINITIS 


Floraquin® 


Whenever a woman complains of vaginal dis- 
charge with pruritus, a trichomonal infection? 
must be suspected. Moniliasis, the second most 
frequent cause? of leukorrhea, often occurs* in 
conjunction with diabetes mellitus, pregnancy 
and estrogen or broad spectrum antibiotic ther- 
apy. Commonly used douches wash away nor- 
mal acid secretions and protective Déderlein 
bacilli, thus tending to aggravate the problem. 

Floraquin, containing Diodoquin® (diiodo- 
hydroxyquin, U.S.P.), eliminates infection and 
provides boric acid and sugar to restore the 
acidic pH which favors replacement of patho- 
gens by normal Déderlein bacilli. The danger 
of recurrence is thus minimized. 

Pitt reports? consistently good results after 
daily vaginal insufflation of Floraquin powder 
for three to five days, followed by acid douches 
and the daily insertion of Floraquin vaginal tab- 
lets throughout one or two menstrual cycles. 


Destroys Common Vaginal Pathogens; 
Rebuilds Normal Bacterial Barrier 


Intravaginal Applicator for Improved 
Treatment of Vaginitis— 


This smooth, unbreakable, plastic plunger de- 
vice is designed for simplified insertion of Flora- 
quin tablets by the patient; it places tablets in 
the fornices and thus assures coating of the 
entire vaginal mucosa as the tablets disintegrate. 
A Floraquin applicator is supplied with each 
box of 50 tablets. 

G. D. Searle & Co., Chicago 80, Illinois. Re- 
search in the Service of Medicine. 


1. Davis, C. H.: Trichomonas Vaginalis Infections: A 
Clinical and Experimental Study, J.A.M.A. 157:126 
(Jan. 8) 1955. 

2. Pitt, M. B.: Leukorrhea, Causes and Management, 
J.M.A. Alabama 25:182 (Feb.) 1956. 

3. Lang, W. R.: Recent Advances in Vaginitis, Phila- 
delphia Med. 51:1494 (June 15) 1956. 
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all 


etiology 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Cremomycun is a trademark of Merck & Co., Inc, 
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yr IbenzamMine’ exrectorant 


breaks cough 


iy even persistent cough 


Patient, factory worker, 

age 43, had suffered for 
months with persistent, 
dry cough, which he termed 
““smoker’s hack.” 


Cough frequently 
interrupted his sleep, 
causing him to be nervous, 
irritable; his job efficiency 
was impaired. 


Chest X-ray was negative 

and the plant physician 
prescribed PYRIBENZAMINE 
EXPECTORANT with 
Ephedrine. Patient noticed 
almost immediate relief— 

a week later felt 
“‘considerably better.’ 


Pyribenzamine Expectorant with Ephedrine provides a unique combination of antitussive agents, 
which work three ways at once to break up the persistent cough: Pyribenzamine relieves histamine- 
induced congestion throughout the respiratory tract; ephedrine relaxes the bronchioles and makes 
breathing easier; ammonium chloride liquefies mucus, relieving dry cough and promoting productive 
expectoration. 

Supplied: Pyribenzamine Expectorant with Ephedrine, containing 30 mg. Pyribenzamine citrate (equivalent to 20 mg. 
Pyribenzamine hydrochloride), 10 mg. ephedrine sulfate and 80 mg. ammonium chloride per 4-ml, teaspoon. 
Also available: Pyribenzamine Expectorant: with Codeine and Ephedrine, same formula as above 

with the addition of 8 mg. codeine phosphate per 4-ml. teaspoon (exempt narcotic). 

Pyribenzamine® citrate (tripelennamine citrate CIBA) 2/2559mn SUMMIT, N. J. 
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STOPS 
MORNING 
SICKNESS, BUT... 


Highest percentage of relief: 

In Drugs of Choice’, clinical data 
on several therapies for nausea 
and vomiting of pregnancy is 
summarized. BONADOXIN afforded 
the highest percentage of relief 
in the “excellent” (79%) and 
“good” (16%) combined 
categories. The majority of cases 
were completely controlled in 
the first week of treatment, 
almost all on one tablet nightly. 


a 
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Safe, too: 
BONADOXIN doesn’t “stop” the 
patient. It is free of side effects 
commonly associated with 
overpotent antinauseants. 
Goldsmith, reporting on 620 
controlled cases, states that 
“toxicity and intolerance 

[are] zero." 


Now 

available in tablet or drop form. 
Dosage: usually one tablet or one tsp. 

(5 cc.) at bedtime. Severe cases may require 
another dose on arising. 

Supplied: tiny pink-and-blue tablets, 

bottles of 25 and 100. Bonadoxin Drops in 
30 cc. dropper bottles. 


Each tiny pink-and-blue Bonadoxin tablet contains: 
Meclizine HC! (25 mg.) 
.--for symptomatic relief 
Pyridoxine HCI (50 mg.) 
...for metabolic action and prompt 
antinauseant effect. 


Infant colic? 

Non-narcotic Bonadoxin Drops stop colic 
in about 85% of cases. 

Each cc. contains: 

Meclizine Dihydrochloride. . .8.33 mg. 
Pyridoxine Hydrochloride. . .16.67 mg. 


Dosage: 
under 6 months 0.5 cc. : 
2or3t 
6 months to2 years 1.5 to 2 cc. daily, on the 
2 to 6 years 3 ce. tongue, in 
adults and children fruit juice or 
over 6 years 1 teaspoon (5 cc.) water 
Supplied: 


fruit-flavored, clear green syrup in 30 cc. 
dropper bottles. 

References: 1. Drugs of Choice 1958-1959, . 
St. Louis, C. V. Mosby Sone, 3 1958, p. 347. 
2. Goldsmith, J. W.: Minnesota M 

40:99 (Feb.) 1957. 
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SCIENCE FOR 
NEW YORK 17, DIVISION, CHAS. PFIZER & CO.,INC. THe woRLo’s 
| WELL-BEING 


SUPPLIED: Bottles of 60 tablets. 


posaGE: One tablet t.i.d. in 21-day courses 

with one week rest periods. 

Should be adjusted to individual requirements, 
ALSO AVAILABLE: Milprem-400(400 mg. 

Miltown + 0.4 mg. Conjugated Estrogens, equine) 
in bottles of 60 tablets. 

Literature and samples on request 

‘Ns WALLACE LABORATORIES, New Brunswick, N. Je 


new 


200 mg. MILTOWN® 
+ 

0.4 mg. CONJUGATED 

ESTROGENS (EQUINE) 


200 


a new potency for 
greater dosage flexibility 
in treating the menopause 


for prompt 


relief 
from 


emotional 


and somatic 
disturbances 
of ovarian decline 


7614-108 


Milprem- 
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HIGH-STRUNG 


WEIGHT REDUCTION: Obese patients may resist dieting because¢ they fear losing the emotional security often involved i in overeating. AMBAR helps 
them hold the diet line by giving them a more alert, brighter outlook.| WITHOUT JITTERS ALR aaa a potent cNs augmenter, pro- 


duces less cardiovascular effect than amphetamine In AMBAR it is combjned with just enough phenobarbital to prevent overstimulation. AMBAR 


EXTENTABS provide 10-12 hours of appetite suppression in qne controlled-release, jextentied-action tablet: methamphetamine hydrochloride, 
10.0 mg.; phenobarbital (1 gr.) 64.8 mg. AMBAR TABLETS far conventiqnal dosage|or intermittent therapy ‘contain methamphetamine hydro- 
chloride, 3.33 mg.; phenobarbital (1/44 gr.) 21.6 mg. A. H. ROBINS COMPANY, INC., wT irginia, Ethical Pharmaceuticals of Merit Since 1878 


WEIGHT REDUCTION WITHOU 


JITTERS AMBAR | 


methamphetamine and phenobarbital 
TABLETS AND EXTENTABS® 
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to relieve alle | 


FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 

Jan. 11, 1958. 

DIURIL (Chlorothiazide) given alone to 85 patients, “. . . caused an excellent 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. .. . 

The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 


and treatment of toxemia.” 
DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


Oiurit isa trademark of Merck & Co., Inc. 


©1958 Merck & Co., Incs 


MERCK SHARP & DOHME bivision of MERCK & CO., Inc., Philadelphia 1, Pa. MQ0) 
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CHLOROTHIAZIDE 


excellent 
with 
reduction edema, 
weight, blood pressure, 
and 


ANY INDICATION FOR DIURESIS 1S AN INDICATION FOR y | 
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16 ADVERTISEMENTS 


Please use this coupon for ordering: 


ee 


Technical Pamphlet, “Facts about MAZOLA Corn Oil,” 
also available. Provides technical information on chemi- 
cal and physical properties. Check here if you wish a 
copy of this pamphlet... 
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Medical Department 
* Corn Products Refining Company ° 
17 Battery Place 
e New York 4, New York ; 
e ence book, “Unsaturated Fats and Serum , 
e Cholesterol.” e 
NAME. ° 
e 
ADDRESS, 
ZONE—__STATE 
e 
° 
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CORN PRODUCTS REFINING COMPANY 


“Unsaturated Fats 


and 


Serum Cholesterol’’ 


A review of the latest concepts and 
results of current research 


This new book contains the most up-to-date 
bibliography of current research on: 1. The 
origin and behavior of cholesterol in the human 
body; 2. The effect of different dietary fats on 
serum cholesterol levels; 3. The nature of the 
active components in vegetable oils; and 4. Sug- 
gestions for practical diets. 

Now ready for distribution to Physicians by 
the makers of MAZOLA Corn Oil, this book 
supplements the 1957 monograph, “Vegetable 
Oils in Nutrition” and provides a broader cover- 
age of this important subject. 


As a regular part of daily meals 


MAZOLA® CORN OIL 
can be used for 
control of Serum Cholesterol levels 


MAZOLA CORN OIL...the only leading oil 
made from golden corn, is rich in the important 
unsaturated fatty acids—When an adequate 
amount of Mazola is part of the daily meals, 
elevated serum cholesterol levels tend to be 
lowered ... normal levels tend to stay level... 


MAZOLA CORN OIL is a natural food, and 
cholesterol free, can easily be included as part 
of the every day meals... simply and without 
seriously disturbing the patient’s usual eating 
habits...in salads, baking and other cooking 


processes. 


Each TABLESPOONFUL of 
MAZOLA 
Provides approximately: 
LINOLEIC ACID.............. 7.4 Gm. 
Natural tocopherols 15.0 mg. 
Cholesterol........... 0 
Weight........ 14 Gm. Calories...... 126 


Total unsaturated Fatty Acids—85% 


TYPICAL AMOUNTS PER DIET 


For a 3600 calorie diet..........+00. 3 Tbsp. 
For a 3000 calorie diet...........++ 2.5 Tbsp. 
For a 2000 calorie diet............. 1.5 Tbsp. 


offthe 
| 
AND 
SERUM CHOLESTEROL” 
| 
gold | 
| 
On 


— 
— ; 
— 
- 
ne 


© 1968, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


Stearate 


(Erythromycin Stearate, Abbott) 


indications: 

In infections caused by staphylococci, 
streptococci (including enterococci) and 
pneumococci. Also, against organisms 
that have become resistant to other anti- 
biotics. ERYTHROCIN should be used 
where patients are allergic to penicillin or 
other antibacterials. 


dosage: 

Usual adult dose is 250 mg. every six 
hours; for severe infections, usual dose is 
500 mg. every six hours. Child's dose may 
be reduced in proportion to body weight. 
supplied: 

In bottles of 25 and 100 Filmtabs (repre- 
senting 100 and 250 mg. of ERYTHROCIN 
activity). Also, in cinnamon-flavored oral 
suspension; 75-cc. bottles. Each 5-cc. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


© Filmtab— Film-sealed tablets, Abbott; pat. applied for. 


: 
| 
: | 
| 
: | 
‘ 
4 
| 
; 
: 
— 
; 
| 
| 
| 
| 


SAFETY 


antibiotic 


remarkable effectiveness 
against the cocci- 

plus a safety record 
unmatched in systemic 


antibiotic therapy 


Now, after more than six years of extensive 
use, there has not been a single serious 
reaction to ERYTHROCIN. Additionally, the 
often-met problem of resistance has re- 
mained unusually low with ERYTHROCIN. 


Therapeutically, you'll find ERYTHROCIN 
highly effective against the majority of coc- 
cal organisms. Where severe viral attacks 
occur, ERYTHROCIN may well be the wea- 


pon to counteract those 
dangerous complications. Ob bott 
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blood levels 


COMP 


Potassium 
Penicillin V 
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White ling an the chart shows thie ranges of Filmiab 
COMPOGILLINGK, while the gray Vine shows ise 
“medians. Nole thie: hight 


and dvatages al 


NOw, IN BOTH FILMTAB AND ORAL SOLUTION, patients 
get high penicillin V blood levels with COMPOCILLIN- 
VK. Note the chart. Concentrations are three times 
higher than an equivalent dose of potassium peni- 
cillin G. 


CompPoOCciLLIN-VK is indicated whenever you desire 
oral penicillin therapy. In severe infections, oral 
penicillin should be supplemented by parenteral 
therapy to obtain the-maximum therapeutic 
response. 


Indications: 


Against all organisms sensitive to oral penicillin 
therapy. For prophylaxis and treatment of complica- 
tions in viral conditions. And as a prophylaxis in 
rheumatic fever and rheumatic heart disease. 


Dosage: 


Depending on the severity of the infection, the usual 
adult dose is 125 to 250 mg. (200,000 to 400,000 units) 


every four to six hours. For children, dosage may be 
reduced in proportion to body weight. 


Supplied: 


_ In Filmtabs, representing 125 mg. (200,000 units) of 


potassium penicillin V, bottles of 50 and 100. In 250 
mg. (400,000 units), bottles of 25 and 100. 


For Oral Solution, COMPOCILLIN-VK comes in dry 
granules for easy reconstitution with water. Cherry- 
flavored, the granules come in 40-cc. and 80-cc. 
bottles. Each 5-cc. teaspoon of solution represents 
125 mg. (200,000 units) of potassium penicillin V. 


CompPociLtin-V® Oral Suspension (Ready-Mixed), 
Hydrabamine Penicillin V, Abbott, comes in 40-cc. 
and 80-cc. bottles. Each tasty, banana-flavored 5-cc. 
teaspoonful represents 180 mg. (300,000 

units) of penicillin V. At all oharmacies, UBbott 
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(RISTOCETIN, ABBOTT) 


indications: 

Against a wide range of staphylococcal, 
streptococcal, pneumococcal and 
enterococcal infections. A drug of choice 
for treating serious infections caused by 
organisms that resist all other antibiotics. 


dosage: 

Administered intravenously. In pneumo- 
coccal, streptococcal and enterococcal 
infections, a dosage of 25 mg./Kg. will 
usually be adequate. Majority of staphy- 
lococcal infections will be controlled by 
25 to 50 mg./Kg. per day. It is recom- 
mended thatthe daily dosages be divided 
into two or three equal parts at eight-or 
12-hour intervals. 


Supplied: 

In vials containing a sterile, lyophilized 
powder, representing 500 mg. of risto- 
cetin A activity. 
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provides bactericida/ action 


against coccal infections 


provides successful short-term therapy 


against endocarditis’ 


provides clinical effectiveness against 


resistant staphylococci and enterococci 


Now, after almost a year, SPONTIN has proved 
to be an exceptionally valuable agent for treating 
serious coccal infections. 

Some of the outstanding clinical responses 
to SPONTIN therapy involved enterococcal en- 
docarditis, staphylococcal pneumonias and 
staphylococcal bacteremias. These were patients 
who were going downhill steadily—in spite of 
treatment by other antibiotics. 

Results, of course, were not always good. 
Sometimes, the patient was treated with 
SPONTIN too late. Occasionally, there were side 
effects and SPONTIN had to be withdrawn. But 
generally, SPONTIN proved extremely useful and 
many times—lifesaving. Be sure ObRott 
your hospital has it stocked. 

1, Antibiotics Annual, 1956-'57, p. 706. 
2, Antibiotics Annual, 1957-58, p. 180-7. 
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22 ADVERTISEMENTS 


new 3-way 
build-up for 
the under par 


child... 


Improve appetite and energy 
with ample amounts of vitamins—B,, Bg, Bio. 


strengthen bodies with needed protein 
Through the action of I-Lysine, cereal and 
other low-grade protein foods are up-graded 
to maximum growth potential. 


discourage nutritional anemia 

with iron in the well-tolerated form of 
ferric pyrophosphate...plus sorbitol for 
enhanced absorption of both iron and By. 


WITH IRON SYRUP 


deli ci ous ethos ee ful daily. lable In botties of 4 and 16 fi. oz. 
cherry flavor— 
no unpleasant 


tron (as Ferric Pyrophosphate) | 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York Gaterta) 
*Reg. U.S. Pat. Off. 
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e debilitated 
e elderly 


; diabetics 
YOU TREAT 
INFECTIONS. 


¢ infants, especially prematures 
e those on corticoids 


e those who developed moniliasis on previous 
broad-spectrum therapy 


¢ those on prolonged and/or 
high antibiotic dosage 


¢ women—especially if pregnant or diabetic 


the best broad-spectrum antibiotic to use is 


Squibb Tetracycline Phosphate Complex ycin) and N: (Mycostatin) 
for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 


of 16 and 100. treng! 
(125 mg./125,000 u.), bottles of 16 25 PATIENTS ON 25 PATIENTS ON 
and 100, Suspension (125 mg./125,000 TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 
u.), 2 oz. bottles. Pediatric Drops (100 After seven days After seven days 
mg./100,000 u.), 10 ce. dropper bottles, Before therapy of therapy Before therapy of therapy 
| ©9300 06 
8800609.) 0828600 
the Priceless Ingredient 2020000 80000 8200080 
Monilia! overgrowth (rectal swab) @ None @ Scanty @ Heavy 
Childs, A. J.: British M. J. 1:660 1956. 
MYBTECLIN, “MYCOSTATIN’,@ AND ‘SUMYCIN’ ARE SQUIBB 
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whenever 
he 
starts 


New vitamin-mineral supplement 
in delicious chocolate-like nuggets 


There’s nothing easier to give 
or take- 

than Deiectavites. 

A real treat... 

the children’s favorite... 
tops with adults, too. 


WHITE LABORATORIES, INC, 


KENILWORTH, N. J. 
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triple assurance of maximum antibiotic potency 


In developing ACHROMYCIN V, Lederle research scientists 
aimed for patient response rather than laboratory results, and 
chose citric acid for its outstanding value under clinical con- 
ditions. Citric acid is unique in that it contains THREE free 
carboxyl groups in every molecule to combine with the metal- 
lic ions which interfere with gastrointestinal absorption. This 
activity thus leaves the pure active tetracycline molecule 
available for full absorption and rapid action at the site of 
infection. 
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TETRACYCLINE WITH CITRIC ACID LEOERLE 


ASSURES EVERY PATIENT PRECISE 
ANTIBIOTIC ACTION UNDER THE VARIED 
CONDITIONS OF REALISTIC CLINICAL PRACTICE 


produces optimal gastric conditions 


ideally, most antibiotics are given on an empty stomach. Since citric acid helps control un- 
favorable variances in gastric content,conditions in the stomach are optimal with ACHROMYCIN V 
tetracycline with citric acid. 


prevents interference with absorption 


Sequestering of antibiotic molecules by free metallic ions, always present in the intestinal 
tract, can deprive patients of a full therapeutic dose. The three active carboxyl radicals which 
protect the action of ACHROMYCIN V trap these free cations and allow uninhibited antibiotic 
absorption. 


provides for peak antibiotic action 


At the site of infection where, in essence, ail antibiotics are proved, ACHROMYCIN V combats 
a wide range of pathogens under optimal tissue conditions. Citric acid, a factor of medically 
established value in the natural acid-base regulating mechanism of the G.I. tract, facilitates a 
more complete, and rapid antibiotic action. 


MORE DOCTORS PRESCRIBE 
ACHROMYCIN THAN ANY OTHER 
BROAD-SPECTRUM ANTIBIOTIC 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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ADVERTISEMENTS 


2 hours Lontabs are in the 
stomach and small bowel. Release of 
core substance is well under way. 


X-RAYS 

SHOW 

LONTAB 


relieves allergy all day or all night 


The unretouched X-ray films show how Lontabs release 
medication in the digestive tract. So that the prolonged 
erosion of the Lontab core could be visualized by X-ray, 
subject was given 10 Lontabs, each containing 100 mg. of 
a radiopaque substance in place of Pyribenzamine. 


With its unique formulation, the 


Pyribenzamine Lontab not only re- Sh 
lieves allergy symptoms promptly, Lontabs are 
but sustains relief as long as 12 hours. *N?**4nce OF core continues to be released. 


Special outer shell releases 33 mg. 
Pyribenzamine hydrochloride within 
10 minutes. 


Unique core releases approximately 
18 mg. Pyribenzamine hydrochloride 
the Ist hour, approximately 50 mg. 
from the 2nd to the 12th hour. 


SUPPLIED: Pyribenzamine Lontabs — full-strength — 100 mg. 
(light blue) . 

NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 
mg. (light green) — for children over 5 and for adults who re- 
quire less antiallergic medication. 
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essential ally of the doctor 
in anxiety, tension 


perphenazine, 


an ‘agent of choice in treating tension 


e effective without 


e allows the parent to continue his normal activities 


TRILAFON Tablets—2 mg. and 4 mg.; bottles of 50 and 500. 


TRILAFON REPETABS,® 4 mg. for prompt effect « 
in the outer layer and 4 mg. for prolonged action in the 
timed-action inner core} botfles of 30 and 100. 


For complete details on TRILAFON consult Schering literature. 


(1) Marangoni, B. A.: Am. Pract. & Digest Treat. 8:1959, 1957. 


SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 
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Percentage of patients experiencing 
various degrees of decline in excess 
serum cholesterol . 


LILLY AND COMPANY - 


ADVERTISEMENTS 


Percentage reduction of 
excess serum cholesterol 
(over 150 mg. percent) 


QUALITY / RESEARCH / INTEGRITY 


Less than 20% 


More than 40% 


... Without the necessity of dietary restrictions 


‘Cytellin’ provides the most rational 
and practical therapy available. 
Without any dietary adjustments, 
it lowers elevated serum cholesterol 
concentrations in most patients. 

In a number of studies, every 
patient who co-operated obtained 
good results from ‘Cytellin’ ther- 
apy. On the average, a 34 percent 
reduction of excess serum choles- 


*'Cytellin’ (Sitosterols, Lilly) 


INDIANAPOLIS 6, 


terol (over 150 mg. percent) has 
been experienced. 

In addition to lowering hyper- 
cholesteremia, ‘Cytellin’ has been 
reported to effect reductions in C/P 
ratio, S10-100 and S,12-400 lipo- 
proteins, ‘‘atherogenic index,” beta 
lipoproteins, and total lipids. 

May we send more complete infor- 
mation and bibliography? 


INDIANA, 


U. 


Ss. 


A. 


873008 
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Oral Diuril 


Study of Its Use in Treatment of Arterial Hypertension 


CHARLES POKORNY, M.D., and L. E. PECKENSCHNEIDER, M.D., Halstead 


Many methods have been used in the treatment of 
hypertension, from the marked low sodium dict, as 
exemplified by the rice diet, through the use of vari- 
ous drugs, to the surgical procedures such as splanchni- 
cectomy. These have also been used in various com- 
binations. With our group the alseroxylon fraction 
of Rauwolfia, either alone or in combination with 
Veratrum, has been used in the treatment of hyper- 
tensive patients. 

In most instances the restriction of sodium has had 
an added effect. In patients with more severe hyper- 
tension who have not responded to this regimen, 
hydralazine hydrochloride or ganglionic drugs, or 
both, have been used. Most recently we have used 
mecamylamine hydrochloride with good effect. Prob- 
lems of side effects of the ganglionic blocking drugs 
have been common to all, namely orthostatic hypo- 
tension, neurogenic bladder, and obstipation, al- 
though good therapeutic effect has been obtained 
from use of the drugs in hypertensive patients. 

Recently, in an excellent paper by Hollander and 
Wilkins,’ the use of chlorothiazide in the treatment 
of hypertension is discussed. Their results show that 
chlorothiazide in the human has a definite effect on 
electrolyte and water metabolism, decreasing the total 
body sodium and fluid volume, which has a hypoten- 
sive effect. Fries et al.? also feel Diuril appears to 
be a specific for the hypertensive state. 

Chlorothiazide is commercially available as Diuril 
and is chemically known as 6-chloro-7-sulfamyl-1, 
2,4-benzothiadiazine-1,1-dioxide. This is a  substi- 
tuted benzothiadiazine compound to which a free 
sulfamyl group has been introduced. In both ani- 
mal and clinical observations it is shown the pre- 
dominant influence is on renal excretion, on sodium, 
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and chloride, with a similar but lesser effect on potas- 
sium and bicarbonate.*: 4 

With oral administration the action starts in ap- 
proximately two hours and lasts from 6 to 12 hours. 
This allows the drug to be given early enough in 
the day to avoid interrupting the patient’s sleep by its 
diuretic effect. In most hypertensive patients there 
is an initial diuresis and a small weight loss which 
the patient gradually regains. After this there is no 
diuresis of importance. 

All of our patients were on previous anti-hyper- 
tensive therapy. Chlorothiazide was added to the 
regimen, 0.5 gm. at 8 a.m. and 2 p.m. An average 
blood pressure of 182/104 was reduced to 138/84. 
In some patients on ganglionic blocking drugs it was 
found the dosage had to be reduced rather rapidly 
as the patient developed marked orthostatic hypo- 
tension. Heider et al.5 have shown that chlorothiazide 
accentuates the effect of ganglionic blocking agents. 
With reduction of these agents, obstipation and symp- 
toms of neurogenic bladder disappeared. At times the 
dose of Rauwolfia and Veratrum could be reduced 
and in many the chlorothiazide could be reduced to 
0.25 gm. twice daily. Most patients commented they 
felt considerably better physically after several weeks 
on chlorothiazide. 

While it has been shown that there is electrolyte 


Chlorothiazide, given orally in combi- 
nation with other antihypertensive drugs, 
has been found to be effective in treat- 
ment of arterial hypertension. A sum- 
marized report is given for 34 patients. 
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reduction with chlorothiazide, at the dosage we used 
we have encountered no difficulties. The patients have 
been placed on a moderately low sodium diet, and 
we feel that most patients have exceeded the amount 
allowed. 

To date we have not used Diuril alone in the 
treatment of hypertensives. Grollman,® in a recent 
communication, suggests that this drug may lower the 
body sodium sufficiently to control most patients with 
benign hypertension. Animal experiments to be pub- 
lished tend to confirm this suggestion. 

Side effects have been minimal. Most patients tol- 
erate chlorothiazide well. In a previous paper we 
reported one patient who refused the drug after 
taking one gram.’ Occasionally we have seen nausea, 
weakness, and mental depression. After stopping the 
drug for several doses, we could resume administra- 
tion of the original dose with no intolerance. It has 
been reported that serum potassium was low in pa- 
tients with similar symptoms.! Others have reported 
the major side effects are those of potassium deple- 
tion and nitrogen retention, especially in larger 
doses.* Erythema which necessitated stopping the 
drug has been reported. Flushing, muscle cramps, 
paresthesias, and lightheadedness have been reported.1 
To date no hematopoietic, hepatic, or central nervous 
system toxicity has been noted. 

Chlorothiazide has proved to be an effective hypo- 
tensive agent in combination with other antihyper- 
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tensive drugs. It is effective orally. Its toxicity is min- 
imal. Blood electrolytes should be examined period- 
ically since it has been shown the drug is capable 
of causing changes in these ions. It has been shown 
to be an effective saluretic and diuretic, useful in 
management of congestive heart failure as well as in 
other conditions causing abnormal retention of fluid. 


Hertzler Clinic and Research Foundation 
Halstead, Kansas 
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THE THINKER 


They may hold him in scorn and derision, 

For they sense not the depth of his thought, 
But they know that from out of his vision 

All achievements of time have been wrought. 
In his mind lies the infinite power 

That can give to thin fantasy birth, 

And we know that the thinker shall tower 

O’er the lords and the princelings of earth! 


—Roland Eberhart 


Evulsion of Tendons 


BEN L. MYERS, M.D., Santa Rosa, California 


Although surgical literature records an abundance 
of material concerning injury to tendons and im- 
proved techniques in caring for such injuries, there 
is little or no mention of evulsion of tendons in hu- 
man beings. I have conferred with surgeons with 
wide experience in handling destructive injuries, with 
industrial physicians, and with orthopedists without 
obtaining information on the subject. It appears that 
incidents of evulsion of tendons are either not record- 
ed or are exceedingly rare. 

On April 11, 1945, I was called to St. Mary’s Hos- 
pital, Kansas City, Missouri, to care for a 19-year-old 
woman, operator of a punch press, who had suffered 
an injury described by the house physician as follows: 
“The second finger was disarticulated at the termi- 
nal articulation. The terminal phalanx with the entire 
tendon of the flexor profundus digitorum was de. 
tached.” 


The author, who formerly lived in Iola and in Kansas 
City, Missouri, is a member of the Allen County (Kansas) 
Medical Society. 
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after healing. 


Report of Unusual Case 


Inspection showed that the punch press had tra- 
versed the terminal articulation of the second finger 
on the right hand with almost no injury to articular 
surfaces but severing all soft tissues except the flexor 
profundus digitorum tendon and the structure exter- 
nal to it on the flexor surface. 


Evulsion of tendons either occurs 
rarely or is not reported since surgical 
literature carries little mention of the 
subject. A case from the author’s ex- 
perience is reported. 


At left, x-ray of injured hand. Center, photograph of specimen beside a ruler. Right, photograph of hand 


When the accident occurred the patient, being 
frightened, jerked. The machine held the tendon in 
its grasp, 13 inches of tendon being stripped from 
the muscle and drawn from the arm, hand, and 
finger. The tendon was still attached to the terminal 
phalanx of the finger. 
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The finger was given an antiseptic dressing, and 
the patient was hospitalized for observation and 
immediate treatment should an infection ensue. No 
complications developed. The patient had good use 
of her hand and was dismissed on April 20. She was 
followed as an out-patient through May and June. 

A pathological study, made by Dr. Albert E. 
Upsher, was reported as followed: “A single speci- 
men is submitted for examination which is identified 
as the tip of the middle finger. It possibly has been 
removed traumatically at about the junction of the 
middle and last or third phalanx. Attached to the tip 
of the finger, which includes the nail, nail bed, and 
adjacent tissues, is a tendon which measures 1314 
inches in length. It is perfectly clean all the way up 
to presumably the attachment at the base of the 
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muscle, where there are a few reddish fibers of striat- 
ed muscle group noted. This presumably is the tendon 
of the flexor profundus digitorum. No sections taken. 
Specimen to be saved.” 

The radiologist who made an examination, Dr. 
E. R. Deweese, gave this report: ‘The examination of 
the right fingers reveals a loss of the bone and soft 
tissues of practically the entire distal phaianx of ‘the 
right middle finger, only a small residue of the base 
of the distal phalanx remaining and articulating with 
the middle phalanx. No fractures of the bones of the 
middle finger or any dislocations. The ring and index 
fingers included in the examination showed no abnor- 
malities.” 


1831 Robin Hood Lane 
Santa Rosa, California 


Realistic Medical Evaluations 


Criteria for Employment of the Physically Handicapped 


JOHN N. GALLIVAN, M.D., Hartford, Connecticut 


One of the predicaments we encounter in our 
efforts in behalf of handicapped individuals is the 
habit of tagging such individuals with some sort of 
medical or quasi-medical terms. The tag may be 
cardiac, epileptic, amputee, blind, deaf, diabetic, or 
various combinations of these and other medical or 
quasi-medical terms. Then, in the face of prejudices 
which such tags commonly call forth in the minds 
of laymen and sometimes even of physicians, we 
ask employers to hire on the basis of abilities and 
not disabilities. The best method of avoiding this 
predicament is for physicians and their assistants 
to keep their medical diagnostic tags to themselves, 
for their own uses, and to report the results of their 
evaluations in terms of precisely what efforts the indi- 
vidual can safely perform and what environmental 
exposures he can withstand. 

Someone once said that success in industry requires 


Editor’s Note. Although this article was prepared in a 
style and format suited for consumers of occupational medi- 
cal services, it will be of value to readers of the JOURNAL 
in delineating various factors which influence evaluations. 
Dr. Gallivan is medical director, United Aircraft Corpora- 
tion, East Hartford, Connecticut. He presented this address 
at the annual meeting of the President's Committee on Em- 
ployment of the Physically Handicapped, Washington, D. C., 
on May 9, 1958. 


the proper blending of men, materials, and machines 
into a profitable productive relationship with a min- 
imum of waste, wear, and weariness. In a competitive 
free enterprise system, it can also be said that success 
depends upon building and maintaining an effective 
work force through making the fullest use of avail- 
able skills. This in turn depends upon an effective 
placement program which aims to have every worker 


The program of evaluation outlined 
here does not focus upon persons with 
physical impairments which can be la- 
beled with medical or quasi-medical tags. 
Rather it focuses on skills, aptitudes, 
interests, and similar traits and is geared 
to the presumption that all reasonable 
means possible will be utilized to make 
productive use of those skills. In its day 
by day efforts to adapt the worker to the 
job or the job to the worker, it permits 
absorption of the physically handi- 
capped into the production program as 
a matter of course. 
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at all times placed on the job that allows him the best 
use of his skills and agrees with him physiologically 
and psychologically. 

Selective placement calls for cooperative effort, 
combining the quite dissimilar skills and disciplines 
of the social, biological, and physical sciences. The 
examining physician is part of this placement team, 
and the closer he blends his efforts with the rest of 
the team, the more he and that entire team will come 
to acquire a new point of view which is not basic to 
the original training in the respective fields. 

The physiological evaluation of an individual comes 
within the province of the physician and his medical 
co-workers and cannot be successfully handled by 
persons without medical qualifications. Many pur- 
poses can be served by the medical examination and 
discussion of the findings by the physician with the 
examinee; but—from the placement standpoint—the 
medical evaluation should be on the basis of func- 
tional capacities and the findings should be expressed 
in a clear, concise description of just what efforts an 
examinee can safely perform and what environmental 
exposures he can withstand. 

There are all sorts of functional capacity report 
forms which can be used. Basically they call for 
answers to questions such as: 

How many hours per workday can the examinee 
bear the body weight, primarily on the feet in a 
stationary position? How many hours walking on 
level surfaces? How many hours going up or down 
stairs or inclines using the hands and arms only for 
balance? How much lifting, carrying, pushing, pull- 
ing, and for how long? Can he operate hand power 
tools? ride a tricycle? climb a ladder? be exposed to 
various types of oils, solvents, acids, alkalis, synthetic 
resins? How much noise can he be exposed to and 
for how long at what intervals? 

These are, of course, only a few samples of the 
questions the physician must answer. Nevertheless, 
they serve to point up the fact that the physician in 
reporting for placement purposes should avoid medi- 
cal diagnostic tags and should use numbers or precise 
terms wherever possible to describe capacities in 
lengths of time, weight ranges, distances, volumes, 
concentrations, etc. This is what we mean by the 
term “functional capacity language.” 

The physician learns “functional capacity language” 
as he blends his efforts with safety engineers, indus- 
trial hygienists, employment interviewers, foremen, 
and other members of the placement team. The safety 
engineers and industrial hygienists use exactly the 
same language in evaluating the physical demands 
and hazards of jobs. 

As he works as part of the team, the physician 
learns more than a new language. He learns that 
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employment interviewers and personnel investigators 
in a top-flight placement program will select a tenta- 
tive job or occupational group on the basis of the 
applicant’s skills, aptitudes, intelligence, interests, 
experience, temperament, honesty, integrity, and sim- 
ilar traits; but they will not concern themselves with 
the evaluation of the applicant’s physical or physio- 
logical capacities except in two types of cases: 

(1) In the case of alcoholism, narcotics addiction, 
sexual perversion, or similar medical conditions, the 
security requirements of contracts may require the 
personnel investigation section to reject applicants ; or 

(2) In cases where physiological impairments 
may have affected the applicant’s temperament, apti- 
tudes, interests, previous experience, etc., the employ- 
ment interviewer may reject the applicant for employ- 
ment without being aware that physiological impair- 
ments have been a material cause for the poor impres- 
sion and record. 

The physician learns further that a successful place- 
ment program is geared to the presumption that, 
when an applicant appears for medical evaluation 
after the employment office has selected a tentative 
job or occupational group, the employer—except in 
the case of the applicants who are vetoed by the per- 
sonnel investigators—the employer is prepared to use 
all reasonable means possible to make productive 
use of that man and his skills. Therefore, when the 
man’s functional capacity is found by the physician 
to be inadequate to meet the physical demands and 
environmental exposures of the tentatively selected 
job, additional steps are taken. 

One step is to determine whether the man’s capaci- 
ties can be raised through medical correction or reha- 
bilitation, through additional training, through per- 
sonal constructive or protective equipment, or through 
other means. (An example of personal constructive 
equipment is a hearing aid; an example of personal 
protective equipment is a noise-blocker or ear defend- 
er.) 

Another step is to determine whether the physical 
demands or hazards of the job can be reduced through 
operational or engineering changes in the job or 
whether assignment can be made to a group where 
teamwork can permit interchange of effort to compen- 
sate for individual deficiencies. Time spent standing, 
for example, is among the most frequent of the ob- 
stacles which block people from jobs; and yet analysis 
often reveals that much standing is simply custom and 
not a job essential. The reduction of lifting, carrying, 
pushing or pulling not only can be accomplished 
readily in many cases but also provides extra divi- 
dends for management when the change suggested in 
behalf of an impaired job candidate is found—as it 
so frequently is—to have application to other jobs 
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with resultant improvement in economy and efficiency. 

Thirdly, there is the step of looking for other job 
openings which the applicant can fill. 

All of these additional steps are greatly facilitated 
if the physician, in developing his medical evalua- 
tion, keeps them in mind, and in reporting his find- 
ings includes sufficient information to permit these 
steps to be brought smoothly into play. In cases where 
the applicant’s functional capacity is not fully ade- 
quate to meet all the job requirements, the physician’s 
evaluation is not complete until he has taken part in 
these additional steps of the employment team. 

From what has been said so far, it is evident that 
I believe that a comprehensive selective placement 
program for all job applicants and employees is an 
essential ingredient of the success of modern industry. 
This program calls for a cooperative effort of persons 
with dissimilar training and skills. The key person 
in the evaluation of the physiological qualifications of 
the applicant or the worker is the physician. While his 
medical examination findings can serve many useful 
purposes, the physician, as part of the placement 
team, should develop and report his placement recom- 
mendations in “functional capacity language,” and 
he should take an active part in the consideration of 
capacities-raising and demands, lowering efforts as 
the employment team seeks to use every means possi- 
ble to make productive use of persons with useful 
skills. His contribution will be most effective when 
there is a physical demands analysis recorded for 
every job in the facility involved. 

A program of the sort I have outlined does not 
focus upon persons with physical impairments which 
can be labeled with medical or quasi-medical tags. 
Rather it focuses on skills, aptitudes, interests, and 
similar traits and is geared to the presumption that 
all reasonable means possible will be utilized to make 
productive use of those skills. In its day by day 
efforts to adapt the worker to the job or the job to 
the worker, it permits absorption of the physically 
handicapped into the production program as a matter 
of course. 

Although I have urged that the physician avoid 
the use of medical diagnostic terms in making reports 
and recommendations concerning individuals, these 
terms do serve a useful purpose in the development 
of statistical analyses carried out to measure the effec- 
tiveness of a program. For example, in the Pratt and 
Whitney Aircraft Division of the United Aircraft 
Corporation, the world’s leading aircraft engine man- 
ufacturer, an analysis was made of the medical exam- 
ination tabulating file as it stood on the first day of 
October 1956. In this analysis, a count of the hourly 
or shop employees according to the primary disorder, 
if any, showed that of a total number of 27,253 


hourly or shop employees, 10,472 or 38.4 per cent 
had, at the time of the latest available medical exam- 
ination, at least one defect of sufficient extent to cause 
some impairment of functional capacity. A similar 
study made in 1951 showed 37.5 per cent, and this 
proportion is typical of the past 10 years. The rate of 
employees in this division with medical disorders 
causing some functional impairment was found’ in 
studies made at various times during the 10-year 
period, 1948 through 1957, to run between 21/4, and 
23/4 times as high among hourly or shop workers as 
the rate of salary or office workers. 

The percentage of employees in this division with 
medical disorders causing some functional impair- 
ment was not the result of any concerted effort to 
search out and employ the so-called physically handi- 
capped ; but was the result of consistent application to 
all job candidates all of the time of the principles 
outlined above. Over the 10-year period, 1948 through 
1957, excluding applicants who of their own volition 
did not show up to complete the employment process, 
96 per cent of the applicants the employment section 
selected on the basis of skills and personal qualifica- 
tions, other than physical qualifications, were signed 
into work. Over two-thirds of the 4 per cent who 
were not signed into work were persons rejected by 
the personnel investigation section. Placement failures 
chargeable to the health and safety section consistently 
ran under 2 per cent in each of the 10 years and for 
the entire period. 

In a large facility such as this where proportionate- 
ly more than twice as many shop employees show 
medical disorders causing some functional impair- 
ment as the salary or office workers show, a compari- 
son of absenteeism records is of some interest. The 
male shop employee is absent about 25 per cent more 
frequently than the male office employee, and the 
female shop employee is absent about 33 per cent 
more frequently than the female office employee. In 
both population groups, the frequency of female 
absences runs slightly more than twice as high as the 
frequency of male absences. However, among hourly 
employees only 27 per cent of the absences run for 
more than four days; whereas, among salary or office 
workers slightly over 50 per cent of the absences run 
for more than four days. Because non-occupational 
sickness and accident absenteeism benefits are payable 
only for absences of four days or more, the average 
salaried employee files a significantly higher number 
of claims and collects a significantly greater amount 
of money under this program than does the average 
hourly or shop employee. 

These facts permit no direct inference as to the 
rate of absenteeism of physically impaired employees 
as compared with the rate of absenteeism of physically 
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unimpaired employees; but one can say that in this 
particular facility the hourly population, with a much 
higher percentage of physically impaired workers, 
shows a better record with respect to non-occupa- 
tional sickness and accident absenteeism insurance 
experience than the salary or office population with its 
much lower percentage of physically impaired work- 
ers. 

In the case of workmen’s compensation injuries, it 
is logically to be expected that hourly or shop employ- 
ees would show a much higher rate than salary or 
office employees. 

The cumulative lost time occupational injury fre- 
quency rate for this particular division for the 10-year 
period was 4.22 cases per million man-hours worked. 
The highest was 5.9 in 1953 and the lowest was 3.2 
in 1949. A million man-hours represents about 500 
man-years of work. Therefore, a lost time occupation- 
al injury rate of 4 represents one lost time occupational 
injury in 125 man-years of work. The occupational 
injury record just cited is not remarkable but it is 
respectable, and it was achieved in a large manufactur- 
ing facility where more than one out of every three 
hourly or shop employees could be classified as 
physically impaired. 
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The above figures and statements represent only a 
very small portion, of course, of the data which might 
be cited to illustrate the fact that the type of program 
outlined in this paper is not a theoretical approach 
based primarily on humanitarian considerations but is 
a realistic approach based on sound business consider- 
ations. If it were to be followed universally, there 
would be no need to use the highly ambiguous term 
“physically handicapped.” 

The final physiological evaluation of a job appli- 
cant or a worker must obviously fall to a physician. 
If the physician will learn some of the techniques 
of the specialty of occupational medicine, if he will 
develop and report his placement evaluation in “‘func- 
tional capacity language” and avoid the use of medi- 
cal diagnostic tags in making placement recommenda- 
tions, if he will work as part of the employment team 
taking part in the consideration of capacities-raising 
and demands-lowering efforts as the employment 
team seeks to use all practical means to make pro- 
ductive use of the man and his skills—in short, if he 
will follow the principles outlined above, his medical 
evaluation will be realistic. 
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Leriche Syndrome 


Report of Two Cases Occurring in Brothers 


A. W. ROBINSON, M.D.; C. L. HENRY, M.D.; 
A. V. ARMS, M.D., and M. DODGE, M.D., Kansas City 


Introduction 


Since the first description of thrombo-occlusive dis- 
ease of the aorta and its bifurcating iliac branches by 
Leriche in 1940! and the first homologous graft of the 
abdominal aorta by Oudot? in 1951, a surprisingly 
large number of cases have been surgically corrected. 
The occurrence of Leriche syndrome in siblings is un- 
usual, and our recent experience with successful 
surgical management of this disease in two brothers 
seemed worthy of presentation. 


Report of Case 1 


H. H., a 43-year-old shoemaker, had noted pro- 
gressive intermittent claudication in the thighs and 
both lower extremities of 11 years’ duration. At the 
time of evaluation in July 1955, he had experienced 
pain on walking a distance of two and one-half to 
three blocks. In 1950 at age 38 he was diagnosed 
elsewhere as having coarctation of the aorta. In Feb- 
ruary 1955 he had suffered a cerebral vascular acci- 
dent with left hemiparesis which gradually cleared. 
He had noted frequent occipital headaches of six 
years’ duration. 

Physical examination: The blood pressure in the 
right arm was 270/140 and. in both legs 110/95. 
Pulse was 100 and regular. Funduscopic examination 
revealed marked A-V constriction with tortuosity and 
focal arteriolar constrictions. A grade II apical systolic 
murmur with extension over the lower sternum was 
present. Femoral pulsations were greatly diminished 
bilaterally. 

Laboratory and x-ray examinations: Routine com- 
plete blood count and urinalysis were within normal 
limits. Mosenthal kidney concentration revealed a 
specific gravity 1.013 to 1.022. The electrocardiogram 
showed a left ventricular strain pattern. Chest x-ray 
was considered within normal limits with equivocal 
evidence of rib notching. 

Hospital course: A left thoracotomy was _per- 
formed, revealing a normal thoracic aorta without 
evidence of coarctation. It still was felt this patient 
suffered from aortic obstruction because of the pres- 


From Departments of Medicine and Surgery, St. Luke’s 
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sure gradient between the upper and lower extrem- 
ities. Therefore, following convalescence, a trans- 
lumbar aortogram was performed which established 
the diagnosis of Leriche syndrome with complete 
block of the abdominal aorta just distal to the renal 
arteries at approximately L-1 (Figure 1). The right 
kidney appeared hypoplastic. Interim management of 
this patient consisted of hypotensive therapy, and he 
was released to go home with instructions to take 
Apresoline 400 mg. and Rauwiloid 8 mg. daily. 


The occurrence and successful surgi- 
cal management of Leriche syndrome in 
two brothers are reported. The differen- 
tial diagnosis between Leriche syndrome 
and coarctation of the aorta is discussed. 


Figure 1. Case 1, H. H., aortogram showing complete 
block of the abdominal aorta just distal to the renal 
arteries. 
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Second hospital admission: When he was read- 
mitted to the hospital in January 1956 he continued 
to complain of bilateral thigh and calf claudication 
and reported two episodes of transient paroxysmal 
tachycardia. Physical examination at this time re- 
vealed the blood pressure to be 295/150 in both 
arms. Pulse was 120 per minute. 

Laboratory and x-ray examination: Hemoglobin 15 
gm., red blood count 5.3 million, urinalysis, specific 
gravity 1.008, albumin 1 plus, non protein nitrogen 
37 mg. per cent, fasting blood sugar 104 mg. per 
cent, serum sodium 143 mEq. /l, serum potassium 3.5 
mEq. /l, serum chlorides 94 mEq./l. Retrograde 
pyelography revealed moderate hypoplasia of the right 
kidney, and no indigo carmine appeared from the 
right ureteral orifice following intravenous injection. 
An electrocardiogram was interpreted as evidence of 
marked left ventricular strain. Repeat chest x-ray 
was not remarkable. 

Hospital course: On February 1, 1956, exploratory 
laparotomy was carried out with confirmation of 
occlusive disease involving the terminal aorta and 
extending from just below the renal artery origin 
down to and including the aortic bifurcation. The 
aorta at this level was cord-like and non-pulsatile. 
The right renal artery was totally occluded and the 
right kidney was grossly contracted. A right nephrec- 
tomy was performed. Proximal and distal clamps 
were then placed, and resection of the terminal aorta 
and bifurcation were accomplished with subsequent 
placement of an aortic bifurcation homograft. Proxi- 
mal and distal endarterectomies were performed 
prior to placement of the graft with satisfactory 
retrograde flow being established. Continuous 5-0 
arterial suture was used for vascular anastomosis. 

Grossly the resected aorta revealed thickened, cal- 
cific, hyalinized and dense sclerosis involving all 
layers. The right kidney weighed 80 grams and 
showed a slightly granular surface with an extremely 
thin cortex on section. There was an associated 
marked arterial and arteriolar nephrosclerosis. 

During the immediate postoperative period the 
blood pressure ranged from 160/95 to 220/100, and 
bilateral femoral pulsations of good quality werc 
present. The patient was digitalized because of per- 
sistent tachycardia and dismissed from the hospital 
on February 18, 1956. A follow-up visit on April 
18, 1956, revealed blood pressure in the arms to be 
170/100, legs 110/70. He was again seen on May 
28, 1958, at which time his blood pressure was re- 
cotded as 170/90 in the arms, 110/90 in the legs. 
Good femoral pulsation was evident, peripheral lower 
extremity pulsations absent. Laboratory examination 
revealed normal urine, complete blood count, electro- 


cardiogram, and chest x-ray. The previous left ventric- 
ular strain pattern had been completely reversed. He 
was working full time in his former job capacity. He 
complained only of weakness in the left upper extrem- 
ity and mild blurring of vision since his cerebral vas- 
cular accident in 1955. Since his surgery he has had 
no further claudication. 


Report of Case 2 


J. H., a 56-year-old shoe factory worker, had no- 
ticed progressive intermittent claudication of the hips 
and thighs of five years’ duration, more pronounced 
on the left side. Intolerance to cold was noted in both 
feet, again predominately on the left. He smoked one 
package of cigarettes daily. He had been informed 
elsewhere one year before that a mild elevation of 
blood sugar was present, and he had followed a 
carbohydrate restrictive diet. Impotence had been 
evident for approximately one year. 

Physical examination: Blood pressure was 140/90, 
pulse 85 and .regular. Funduscopic examination was 
negative. Marked cyanosis of all toes of the left 
foot and of the right first toe was present. Femoral 
and all peripheral pulses of the left lower extremity 
were absent. In the right lower extremity the femoral 
pulse was markedly diminished, and the lower right 
peripheral pulsations were absent. Marked pallor 
and rubor were demonstrated in the elevation-depend- 
ency test in both feet. Venous filling time in the 
legs was delayed, 35 seconds on the right and 40 
seconds on the left. 

Laboratory and x-ray examinations: Routine uri- 
nalysis and complete blood count were within normal 
limits, fasting blood sugar on two occasions was 154 
mg. per cent and 119 mg. per cent, non protein nitro- 
gen 38 mg. per cent, total cholesterol 197 mg. per 
cent, cholesterol esters 56 per cent, electrocardiogram 
and chest x-ray normal. Trans-lumbar aortogram re- 
vealed a complete obstruction of the abdominal aorta 
immediately distal to the point of origin of the left 
renal artery (Figure 1). 

Diagnoses of thrombo-ccclusive arterial disease of 
the aorta and mild diabetes mellitus were made. 

Hospital course: On February 19, 1958, explora- 
tory laparotomy was carried out and the abdominal 
aorta surgically exposed. Extensive complete occlusive 
disease of the aorta was encountered, extending from 
just below the renal arteries down to and including 
both iliac vessels. Proximal and distal clamps were 
applied, and the aorta and bifurcation were resected. 
Endarterectomy was carried out in both iliac vessels 
and the proximal aortic segment. Free retrograde 
bleeding was obtained from the iliac vessels. 

Gross and histologic examination revealed a greatly 
thickened calcified atherosclerotic aorta with the lu- 
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men completely filled with laminated partly calcified 
thrombus. 

Postoperatively, normal color gradually returned 
to the feet and legs with associated femoral pulsa- 
tions bilaterally. His recovery was uneventful, and 
he was dismissed from the hospital on March 5, 1958. 
The last checkup visit on April 18, 1958, revealed 
normal circulatory status of the lower extremities. 
The patient has returned to full time work in his 
previous capacity. 


Discussion 


Both of these men with Leriche syndrome presented 
classic histories and findings of bilateral claudication 
of hip and thigh pain with associated absence or 
diminution of femoral pulsations. Trans-lumbar 
aortography firmly established the diagnosis in both 
instances. 

It is known that atherosclerosis is predisposed to 
develop in certain families and that the more ex- 
tensive lesions often appear at the same site. In the 
siblings reported here the entire lower abdominal 
aorta was occluded, extending proximally to the level 
of the renal arteries. 

The Goldblatt phenomenon is well demonstrated 
in Case 1 (H. H.) by the remarkable drop in systemic 


Figure 2. Case 2, J. H., aortogram showing complete 
block of the abdominal aorta just distal to the renal 
arteries. 


blood pressure and clinical improvement following 
the removal of the ischemic contracted kidney. 

The differential diagnosis between thrombo-occlu- 
sive disease of the aorta with associated hypertension 
and coarctation of the aorta can at times present a 
problem, as evidenced by the initial confusion in the 
diagnosis of Case 1 (H. H.). Co-existent hypertension 
with Leriche syndrome has been reported in from 
one-fourth to one-third of large case series Brachio- 
cephalic hypertension associated with a pressure 
gradient between upper and lower extremities due to 
aortic obstruction may appear in both entities and, 
therefore, other criteria must be relied upon to dif- 
ferentiate the two. Intermittent claudication present 
in most patients with Leriche syndrome is recorded 
in five per cent of patients with coarctation. Clinical 
evidence favoring coarctation would include vig- 
orously pulsating collateral vessels, interscapular 
systolic murmur, and x-ray findings of diminished 
aortic knob, rib notching, and soft tissue prominence 
of the left subclavian artery. Coarctation of the aorta 
is, of course, a congenital malformation and is usually 
manifest clinically within the first three decades of 
life, whereas acquired thrombo-occlusive aortic disease 
usually appears at a later time. If doubt exists as to 
the diagnosis or if surgery is contemplated, aortog- 
raphy should resolve the conflict. 


4635 Wyandotte Street 
Kansas City 2, Missouri 
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PRESIDENT’S PAGE 


DocrTor: 


Last month Mr. Ebel and your president attended the Public Relations 
Meeting sponsored by the A.M.A. Mr. Leo Perlis, representing the AF of L- 
CIO, presented labor’s views on health care. He made it quite clear that labor 
regards organized medicine as a doctors’ labor union which exists to further 
the doctors’ interests. This was not a criticism—it was a plain statement of 
what he believed to be a fact. As such, he respected organized medicine and 
proceeded to deal with it as a bargaining agency representing the doctors’ 
interests. 

Now this was not surprising, coming as it did from one whose life work is 
along such lines in behalf of labor. The thing that amazed us was that many of 
the others in attendance, medical society executives, etc., seemed to accept his 
interpretation without protest. 

Perhaps your president is wrong. Perhaps the chief function of organized 
medicine is to serve the physician. But we will contend that organized medicine 
and its component physicians have always existed and do exist primarily to serve 
the patient and the public health. 

Such service has enjoyed, and will continue to enjoy, public confidence and 
respect just so long as the doctors and their organizations keep it that way. In 
dealing with economic and political forces it behooves us to keep our public 
service and obligations ever in the foreground. Most of the groups that strive 
to preserve the American way of life represent interests that may properly be 
termed selfish. We, as physicians, have a unique opportunity as defenders of 
the faith—the faith in the brotherhood of man and the personal dignity of the 
individual. We must not permit our antagonists to crowd us into the corner 


of self interest. 


Fraternally, 


President 
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EDITORIAL COMMENT 


Radioactive Contamination 


Editor’s Note. This editorial on protection against 
radioactive contamination in the laboratory was pre- 
pared by Dr. G. R. Germann, chairman of the Public 
Health Committee of the Kansas Radiological So- 
ciety, as a follow-up on his article on radiological 
safety in the September issue of the JOURNAL. Dr. 
Germann is a radiologist at the University of Kansas 
Medical Center. 


In a previous editorial we commented on general 
protection from radiation and how physicians can 
protect themselves and their patients. However, with 
the increasing number of isotope laboratories, cer- 
tain rules for protection here would also seem in 
order. 

If the laboratory is an active one, it seems almost 
inevitable that contamination will occur at some time. 
Therefore, the person in charge of the laboratory 
should be accident conscious, and his entire routine 
should be such that only minor contamination can 
occur so that control will be relatively easy. One of 
the easiest and most effective steps is to see that all 
“work-tops” are covered with absorbent disposable 
material. Diaper material or sheet wadding serves 
very well. 

However, should contamination occur, it will in- 
volve the physical plant of the laboratory, or the 
person in the laboratory, or both. The physical area 
is easily decontaminated with absorbing paper fol- 
lowed by soap and water which is also removed with 
absorbent paper. It is also very helpful that the non- 
radioactive chemical can be used on the area of 
contamination. For instance, sodium iodide can be 
concentrated on the area where I'3! may have been 
spilled, and this will aid in removal of radioactive 
material from most surfaces. After cleaning, the 
area should be surveyed with a counter. 

Contamination of the skin is a more serious mat- 
ter. This is also a major problem in fallout where 
the total body may be in contact with the radioac- 
tive material as compared to a relatively small area 
in laboratory accidents; here again the first step is 
in cleansing the skin contaminated. The use of soap 
and water is good, but many mild soaps do not 
emulsify the normal fatty material in the skin which 
has been contaminated. Tincture of green soap, for 
scrubbing, is good, but the skin should not be broken 
since this would facilitate absorption. Detergents or 
actually the waterless cleansers, such as Vibra-Clean, 
ate probably the most thorough cleansers. Waterless 
cleansers would be especially valuable jf there were 
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question of water contamination in addition to skin 
contamination. Again, in personal decontamination, 
the value of the non-radioactive element as a surface 
absorbing substitute for the radioactive material 
should not be overlooked. We have seen sodium 
iodide do an excellent job removing I'*! from around 
the base of a fingernail which had become contam- 
inated with 

The inhalation or ingestion of radioactive materials 
from the laboratory is a preventable accident. No 
eating, drinking, or smoking can be permitted in the 
laboratory at any time. The use of rubber gloves also 
prevents hand to mouth contamination. Frequent 
cleansing and good general technique are of course 
paramount. 

Should oral ingestion occur, treatment would de- 
pend on the chemical involved. I'%1 ingestion would 
be treated with iodine and anti-thyroid drugs. 

Prevention of accidents is always the best pro- 
tection. Experience is probably the best teacher here. 
Certainly students must work only with low activity 
until they are familiar with tools and techniques. 

However, accidents should not produce panic and 
reasonably simple methods can be used to decon- 
taminate areas and persons. 


Profile of the Practicing Physician 


The Metropolitan Life Insurance Company spon- 
sors many programs which have an indirect effect 
upon the health of the nation—their educational ad- 
vertisements in nationally distributed magazines, 
their compilation of statistics on morbidity and mor- 
tality, their professional and lay publications. 

An interesting example of the Metropolitan’s serv- 
ice to medicine can be found in current issues of the 
Health Bulletin for Teachers, a publication now in its 
27th year. For this school term, the theme of the 
pamphlets will be “Health Education and the Phy- 
sician.” If teachers can convey io their students the 
spirit emanating from such a publication, medicine 
will be the beneficiary. The text of the first bulletin, 
entitled ‘‘Profile of the Practicing Physician,” is re- 
printed below. 


“Fifty years of service to medicine! As I look back 
and consider other careers that | might have chosen, 
I sometimes feel that I would settle for a less arduous 
calling. But on more sober thought, I know there 
could be but one life for me—the life of a doctor.” 


These words were spoken by a physician whose 
name is all but unknown beyond the borders of the 
community which he has served for half a century. 
Yet, this simple quotation is an appropriate prelude 
to our ‘Profile of the Physician.” 


| 
| 
: 
‘ 
_ 


442 


In the first place, it bespeaks the deep devotion 
which most physicians feel for the fraternity of med- 
icine. In the second place, it explains why the great 
rank and file of doctors make medicine such a vital, 
comforting, and reassuring thing in the lives of the 
people they serve. It is your doctor and mine—using 
in his daily rounds the hard-won knowledge of the 
masters, upholding in his daily life the ethics and 
traditions of the healing art—who makes the practice 
of medicine so beneficent a science. 

What, then, of the true physician—his skills, his 
ideals, his ethics? How does he come by them? What 
personal traits make him worthy of the title, Doctor 
of Medicine? What new missions beckon him? And, 
finally, what are his rewards? 


The Making of a Physician 


Sir William Osler, that immortal physician, once 
said that ‘work is the master word in medicine.” It 
begins on the very first day of the doctor’s training 
and it increases each day thereafter. Preparation for 
the practice of medicine, perhaps more than for most 
other human undertakings, is a combination of unend- 
ing work and study. 

Various experiments have been tried to make the 
academic training of physicians less burdensome. But 
these plans have only demonstrated that there can 
be no shortcuts in the making of a physician. In fact, 
authorities generally agree that the long and difficult 
years of preparation—including two to four years 
of premedical study—are necessary if we are to con- 
tinue to have physicians educated in the best tradi- 
tions of both the humanities and the sciences. 

Actually, education for a scientific career may well 
begin in childhood when a youth becomes absorbed 
in the world of growing things. Or, it may start in a 
high school biology laboratory when the wonders 
of the more primitive forms of life unfold before 
youthful eyes. If would be a splendid thing if all of 
us—especially parents and teachers—could detect the 
very earliest stirrings of scientific curiosity in the 
young mind and encourage them from the outset. 

Fortunately, the “raw materials’ of which phy- 
sicians are made are sometimes plain to see. We 
should watch for a genuine interest in ‘the how’’ and 
“the why” of things. We should watch, too, for a 
more than ordinary curiosity about the structure and 
functions of the human body. (What makes blood 
ted? What makes the heart beat?) And we should 
be alert to the young person whom others of the 
same age instinctively trust. A noted medical educa- 
tor has cited this as ‘‘a good sign of the budding doc- 
tor.” 

As to the physician’s formal education, most med- 
ical schools still divide the four-year course into pre- 
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clinical and clinical halves. The first two years of the 
prospective doctor's studies center upon the normal 
structure and functions of the human body and the 
diseases that beset it. These are the years of books 
and microscopes and laboratory experiments devoted 
to learning the architecture of the body and its “bi- 
ological wisdom.” There is an increasing trend in 
many schools, however, to provide students from the 
start of their training with experience in family and 
community health problems. 

In the last two years, the student passes from the 
classroom to the hospital wards and clinics where 
he begins to breathe the atmosphere he has longed 
for. There, under the guidance of professors skilled 
in various specialties, he examines and treats patients 
—and sharpens his powers to observe and deduce, 
sometimes with the aid of diagnostic instruments, 
and always with eyes, ears, and hands which will 
become increasingly sensitive to manifestations of 
health and disease. 

Although the medical student becomes well versed 
in the marvelous complexity of the human body and 
its responses to an incredible number of insults, the 
aim of the medical school is not to produce a full- 
fledged doctor. Nor do one or two more years of 
hospital internship following graduation produce the 
complete physician. Indeed, his schooling and hos- 
pital experience give him only a good grasp of the 
fundamentals of medicine. And upon this basic 
knowledge he will build for the rest of his days 
because medicine, like so many other fields, is never 
static. 


The Motives for Medicine 


Medicine is no easy path to great riches. The mo- 
tivations for embarking on a career in medicine are 
many. Perhaps one derives from an inborn love of 
science as applied to life and health. And the person 
who experiences this love simply cannot contemplate 
any other mission. Medicine may lure a few who see 
in it the opportunity to win fame by doing the spec- 
tacular—to performing seemingly impossible opera- 
tions, for example, or discovering the cure for can- 
cer. Many medical careers are also shaped by family 
traditions or by the desire to follow in the footsteps 
of a physician whom one has admired. Though the 
motivations for choosing medicine as a career do 
vary, the best medical students and the best doctors 
are surely those who have a genuine interest in sci- 
ence, an equally genuine interest in people, and a 
sincere desire to serve their fellow men. 


The Character of the Physician 


While education, training, and experience are basic 
requirements for a well-rounded physician, certain 
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personal qualifications for the profession are no less 
important. Dr. James A. Miller has written: ‘There 
is need for those other factors which are moral, eth- 
ical, or even spiritual to complete the equipment of 
the true physician. These factors are the imponder- 
ables, but they are none the less the essentials. They 
determine the quality of the individual in relation 
to his patients, to his fellow practitioners, and above 
all to his own inner self.”’ 

Since medicine was born of the sympathy of man 
for man, the physician if he is to be a true physician, 
should have a great capacity for sympathy, the cour- 
age to act when delay could mean the difference be- 
tween life and death, the ability to influence people 
for their own good, and a reverence for life. In ad- 
dition, the physician needs good judgment, patience, 
optimism, equanimity, honesty and, most important, 
a warmth and tenderness of personality that will 
bring confidence and calm to distraught individuals. 
Dr. Hans Zinser observed that ‘when such qualities 
come together in an individual who chooses the call- 
ing of Medicine, then we have the great physician.” 


The Physician’s Ethics 


More than three centuries before the birth of 
Christ the physician’s way of life was spelled out in 
the Oath of Hippocrates. The maxims and ideals of 
conduct which this noble document specified are still 
subscribed to by physicians all over the world. It 
could serve as a guide to good conduct in all walks 
of life. To cope with changing times and conditions, 
physicians have also established “codes of ethics.” In 
the medical sense, ethics is defined as ‘‘the science of 
values in relation to the conduct of life as a whole.” 
Among many items found in a recent ethical code of 
the American Medical Association, one of the most 
altruistic is that during disasters and epidemics the 
physician will continue his work without regard for 
his own health or safety. It is significant that the 
oaths, codes of ethics, and rules of conduct to which 
physicians are bound are formulated priimarily for 
the welfare of patients and secondarily for the con- 
tinuing good name of the medical profession. 


How the Physician’s Practice Changes 


As the world changes, so does the practice of 
medicine. Years ago, the physician was primarily a 
family doctor possessed of deep understanding and 
practical wisdom, but with no more than a handful 
of really effective weapons against disease. Now the 
doctor has a wealth of amazingly effective therapeutic 
agents and improved techniques for the diagnosis, 
prevention, and treatment of diseases. 

It appeared for a time that rapid strides in the sci- 
ence of medicine would submerge the ancient art of 


the physician. Fortunately, however, the art of med- 
icine has been saved by the physicians themselves, be- 
cause they realize that they need to know people and 
their worries and problems almost as well as they 
know physical signs and symptoms. Dr. Harvey Cush- 
ing underscored this years ago when he said: “A 
warm, friendly relation with a patient may often 
yield information more valuable to the physician than 
anything revealed by a laboratory test.” 

To bring the art of the physician to its fullest 
flower, many medical schools now assign their first- 
year students to small groups of patients selected 
for family care. The student is introduced as a doc- 
tor in training to “his family,” the patients are in- 
formed that he will o¢ treat them, but will act as an 
advisor on problems of health. Thus, the student 
learns at the outset of his medical career that illness 
can be caused or complicated by worries over the fam- 
ily budget, the morning’s headlines, or whether 
Johnny will make it through high school. 

Progress in medicine as a science has, however, 
brought about many changes in the physician’s prac- 
tice. Since no one man can master the whole of mod- 
ern medicine, specialists have come to play a larger 
part in the care of the sick. There are at present 15 
or more “Specialty Boards” to certify physicians ca- 
pable of pursuing the specialty of their choice. To be 
eligible for a specialty certification, the physician must 
be a graduate of an approved medical school and 
must have had at least five years of postgraduate train- 
ing and experience before admission to a rigid written 
and oral examination. The specialist, in cooperation 
with the general practitioner, has greatly improved 
the treatment of many illnesses. 

Physicians are making increased use of hospitals 
where they find a concentration of skills, special 
knowledge, and facilities available for the benefit of 
patients. Medicine, then, is becoming more and more 
a matter of teamwork. 

Greater freedom from many time-consuming prac- 
tices of the past allows the physician of today to de- 
vote more of his efforts to preventive medicine. In 
fact, more people than ever before are turning to him 
for health counseling. We look to him for advice on 
nutrition, exercise, rest, relaxation, accident preven- 
tion, and other matters that affect health. Mental and 
emotional disorders which were once either endured 
or charged off to personal peculiarities are now 
brought to the physician’s attention far more often 
than in the past. 


New Roles for Physicians 


The physician is no longer “isolated on an island 
of disease with his patients.” His experience and 
knowledge are being brought to bear on a wide vari- 
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ety of affairs ranging from social issues at the com- 
munity level to matters that are international in scope. 
A call to physicians to exert themselves for the bet- 
terment of their communities was recently sounded by 
Dr. David B. Allman, President of the American 
Medical Association. He urged them to abandon “'the 
ivory tower of professional detachment” and step 
more actively into community affairs. It is interesting 
to note in this connection that physicians of earlier 
times played prominent roles in many activities be- 
yond the scope of medicine. For example, among 
those who signed the Declaration of Independence, 
five were physicians. 

Evidence of the physician’s expanding role is seen 
almost everywhere—in public health movements, in 
the formulation of laws to safeguard health, in the 
promotion of improved social services, in the progress 
of industrial health, to mention a few. 

Physicians are proving themselves to be effective 
ambassadors of good will for the United States and 
Canada in foreign lands. Since disease knows no 
bounds, the physician and his co-workers are “‘ambas- 
sadors” whom we can send forth without doubt that 
they will be acceptable. This has already been dem- 
onstrated by the World Health Organization in its 
programs for malaria controf, better nutrition and 
sanitation, health education, and accident prevention. 

We live at a time when some new and exciting 
chapters are being added to the history of the human 
race. For instance, we are now well into the Atomic 
Era and the Age of Space is dawning. Both of these 
new ventures pose problems to challenge our best 
medical minds. Our health and safety in an atomic 
world may well concern the physician no less than the 
communicable and chronic diseases with which he 
has long dealt. Indeed, the physician already occupies 
a key position in the public health aspects of atomic 
energy. And the conquest of space will depend large- 
ly on the solution of problems in human physiology 
and psychology. The physician’s contributions to 
space medicine may be of immediate practical value 
to doctors in current practice since so much is being 
learned about how the human body responds to stress, 
strain, and unaccustomed sensations. 


You and Your Physician 


The medical profession is often subjected to crit- 
icism—and sometimes rightfully so—for certain 
shortcomings. Yet, most of us in our individual 
association with our physician find far more to ad- 
mire than to censure. We recognize that he, having 
made a study of human behavior, knows a great 
deal about ‘what makes us tick.” We recognize, too, 
that his profession has made an enormous contribu- 
tion to the welfare of humanity. 

There are other, if lesser, reasons for the esteem 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


in which we hold the physician. We admire him for 
the responsibility he carries, the trusts he will not be- 
tray, and the discipline he enforces upon himself, 
often at the risk of his own health and frequently 
at the expense of his family life. 

What are the rewards of a medical career? Perhaps 
the one that the physician values most is the knowl- 
edge that his neighbors look upon him as an in- 
dispensable member of the community. He values, 
too, the privilege of intimate association with all kinds 
of people, the satisfaction of bringing new lives into 
the world, restoring the sick and injured to health, 
preventing diseases and accidents, and easing pain in 
hopeless illnesses. Such enduring rewards are known 
only to the physician dedicated and devoted to med- 
icine, both as a science and an art. 


Nutrition and a State Medical Society 


The ultimate goal of all research and clinical in- 
vestigation in nutrition is the improvement of the 
health of the people. To this end several progressive 
state medical societies have established programs 
which vary in scope and objectives but which have 
as their fundamental philosophy the “‘practical ap- 
plication” of our newer knowledge of nutrition. 

One of the leading examples of such a progressive 
viewpoint may be found in the report of the Commis- 
sion on Nutrition of the Medical Society of Penn- 
sylvania (Pennsylvania M. J. 60:1113, 1957). The 
Commission’s report may well be studied by appro- 
priate commissions of other state medical societies for 
it represents an admirable example of what can and 
should be done. 

In brief, the Commission has had two objectives: 
(1) The stimulation of interest in clinical nutrition at 
state and county levels; and (2) the dissemination of 
factual information on nutrition to both practicing 
physicians and the laity. 

Among the numerous accomplishments of the 
Committee are the following: 

A number of editorials on various aspects of ap- 
plied nutrition appeared in the state medical journal. 

Three exhibits were presented at the annual ses- 
sions of the state medical society. These dealt with 
obesity, electrolytes, and salt-free diets. 

A Coordinating Committee was established with 
representatives from city, state, and health medical 
societies, dental societies, state nurse organizations, 
etc. This Committee undertook a survey of the extent 
of nutritional training in hospitals. It was learned, 
not unexpectedly, that most hospitals offer little or 
no training in nutrition to interns and residents. The 
great majority of institutions, however, expressed a 
desire for a manual on standard therapeutic diets for 
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both reference and teaching purposes. As a result, 
therefore, the Coordinating Committee prepared a 
manual of standard therapeutic diets which apparent- 
ly has met with considerable enthusiasm state and 
nationwide. Copies of the manual have been dis- 
tributed free of charge to senior medical students of 
the six medical schools in Pennsylvania. 

As part of an education program, the State Nutri- 
tion Commission organized various symposia. These 
were held at State Medical Society meetings, and in 
cooperation with the National Vitamin Foundation, 
and with the Philadelphia County Medical Society. 

The Commission has also urged the establish- 
ment of nutrition clinics throughout the state and 
supported a pioneering nutrition clinic now in opera- 
tion at the Philadelphia General Hospital. 

In cooperation with the Dietetic Association, a 
program will be prepared for the laity. 

The Commission cooperated with the Pennsylvania 
Heart Association in the preparation of a manual 
on salt-free diets for free distribution. 

The Commission also prepared a program of vita- 
min and other nutritional supplementation for pa- 
tients under state public assistance. This doubtless 
will save the taxpayer a considerable amount of 
money. 

The writer has had an opportunity to see a pro- 
posal for the establishment of a Division of Nutri- 
tion within the Department of Public Health of the 
City of Philadelphia. Because it is felt that this may 
be of interest to some of our readers, the following 
is a brief summary of this proposal. 

The purposes of such a Division of Nutrition 
within a City Department of Public Health are (1) 
the promotion of better public health through te- 
search and special clinics; (2) the prevention of 
diseases arising from public ignorance of this field; 
and (3) direct participation in programs both in 
prenatal clinics, maternal nutrition studies, and school 
nutrition projects; and finally (4) rehabilitation of 
those who are in medical need from the public health 
standpoint, such as obesity, nutritional anemia, dia- 
betes, etc. 

The recommended organization would be located 
in a large city hospital. The staff would consist of a 
director, three physicians, two dietitians, a psychi- 
atrist, a laboratory technician, two social workers, 
and a clerk. A number of laboratory studies would be 
performed including, in addition to routine deter- 
minations, analyses of vitamin C, urinary thiamine, 
urinary riboflavin, and electrolytes. 

The Nutrition Division could plan courses for 
members of the Department of Public Health, such 
as public health nurses, dietitians employed by other 
state and city agencies, general physicians, and school 
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physicians. Furthermore, this division could furnish 
consultants to other departments within and outside 
the Department of Health, would engage in the nu- 
trition and education in medical schools and kospitals, 
help improve dietary practices in various state insti- 
tutions, and advise various industrial hygiene divi- 
sions. 

It is clear that a great deal may be offered by city- 
and state-organized medicine in improving the role 
of nutrition as a medical science and as an adjunct 
toward the health of the public. 

A special commendation should be made to the 
Commission on Nutrition, State of Pennsylvania, un- 
der the chairmanship of Dr. Michael G. Wohl, whose 
members include Drs. T. E. Machella, R. E. Olson, 
H. N. Seiple, J. N. Seitchik, P. L. Shallenberger, 
Paul C. Shoemaker, J. M. Strang, and C. W. Wirts, 
Jr. 

It is hoped that through these means some of the 
progress in clinical nutrition can be brought to a 
more practical application to the health of the people. 
—S. O. Waife, M.D., American Journal of Clinical 
Nutrition, July-August 1958. 


Doctor Martin Heads Board of Health 


Dr. Geoffrey M. Martin, former director of ma- 
ternal and child health for the Kansas State Board 
of Health, Topeka, became executive secretary of 
the Board last month, succeeding Dr. Thomas R. 
Hood, who went to New York to become associate 
director of the American Public Health Association. 

Dr. Martin, who received his medical degree from 
Tulane University, also holds a master’s degree in 
public health from Harvard. He served in the Navy 
during World War I, after which he became assist- 
ant in pediatrics at Johns Hopkins Medical School. 
His first work in Kansas was in Cowley County. 

Dr. Patricia Schloesser, who has been a part-time 
pediatric consultant with the Board since 1953, has 
been appointed director of the division of maternal 
and child health. 


Pediatric Society Meeting 


The annual meeting of the Kansas State Pediatric 
Society was held at Emporia on Saturday, September 
6. A scientific program was presented, and officers 
for the coming year were elected at a business ses- 
sion. Those chosen are: president, Dr. Hilbert P. 
Jubelt, Manhattan; vice-president, Dr. Thomas C. 
Hurst, Wichita; secretary-treasurer, Dr. William H. 
Crouch, Jr., Topeka. 
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Clinicopathological Conference 


Acute Renal Failure, Convulsions, Hematemesis, 


Case Presentation 


A 63-year-old white housewife was admitted to 
KUMC for the first time on February 1, 1957 com- 
plaining of oliguria for two days. 

Five days before her admission to this hospital 
she slipped and fell, sustaining an intertrochanteric 
fracture of the left hip for which she was hospitalized 
elsewhere. Two days before admission here her hemo- 
globin was 68 per cent, and at that time she was 
given one unit of whole blood. A Smith-Petersen 
nail was inserted under spinal anesthesia, and her 
postoperative condition was considered good. At 
2:30 p.m. of the same day, however, she complained 
of pain in the back and neck, and at 6:00 p.m. she 
became unconscious. Her blood pressure was not 
obtainable, and her extremities were cold. She was 
given dextran and levarterenol (Levophed) in 400 
ml. of saline. Her blood pressure came up to 120/70, 
and she regained consciousness. Following that she 
was given 500 ml. of whole blood, 1000 ml. of dex- 
tran and levarterenol in saline, and 1000 ml. of 5 
per cent dextrose in water, and her blood pressure 
rose to 162/90. She received a total of 3700 ml. of 
fluid following surgery, and during the next 48 
hours her urinary output was 163 ml. 

On February 1, 1957, she was brought to this 
hospital by air ambulance, arriving at 8:00 p.m. She 
had been told that she had low grade hypertension, 
but she denied having been ill. She apparently had 
had no other significant previous illness. Her mother 
died of cancer of the uterus; her father died of pneu- 
monia. 

The patient was a well developed white woman, 
conscious and cooperative, with a uriniferous odor 
to her breath. The head, eyes, ears, nose, throat, and 
skin were negative. The neck was supple, no thyroid 
was palpable, and there was no adenopathy. Her 
admission blood pressure was 170/90; pulse rate, 
84, with a normal sinus rhythm. The PMI was in 
the fifth intercostal space to the left of the mid- 
clavicular line. Fine moist rales were heard through- 
out both lung fields. Bowel sounds were present, 
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Hypertension and Vividialysis 


and no abdominal organs were palpable. There were 
bilaterally equal grade III deep tendon reflexes. The 
ocular fundi revealed grade I to II arteriosclerotic 
changes. There was a cast on her left leg. 

The specific gravity of the admission urine speci- 
men was 1.010 with an acid reaction, a trace of 
albumin, and no sugar. There were 15 to 20 pus cells, 
40 to 50 red blood cells, and occasional granular 
casts per high power field. The white count was 
16,750 with 93 per cent polymorphonuclears, 4 per 
cent lymphocytes, and 5 per cent monocytes. The 
hematocrit was 50 ml., and the hemoglobin was 15.6 
gm. per cent. The serum sodium was 136 mEq/L; 
potassium, 4.6 mEq; chloride, 99 mEq; calcium, 3.9 
mEq. 

Shortly after admission she had a grand mal sei- 
zure which was controlled by intravenous magnesium 
sulfate. On February 2 the blood urea nitrogen was 
80 mg. per cent; creatinine, 5.8 mg. per cent; fasting 
blood sugar, 91 mg. per cent; carbon dioxide, 16.4 
mEq/L; serum sodium, 136 mEq; potassium, 4.7 
mEq; calcium, 3.6 mEq; phosphorus, 3.4 mEq. The 
sedimentation rate was 16 mm. in 60 minutes. 

Her fluid intake was restricted to 20 ml. on Feb- 
ruary 2, and on February 3 she took no fluids. On 
February 4 her blood pressure dropped from 170/90 
to 150/70 and remained at this level until February 
6, gradually rising again to 170 /70 on February 7. 

She was started on a protein- and potassium-free, 
high caloric diet consisting of carbohydrates and fat. 
Calories were supplied by butterballs and sugar candy, 
but she became nauseated and her caloric intake was 
poor. 

The blood urea nitrogen gradually rose to 131 mg. 
per cent on February 3; 161 and 206 mg. per cent on 
February 5, and 225 mg. per cent on February 7. 
The creatinine rose steadily to 14.5 mg. per cent on 
February 7. The carbon dioxide combining power 
decreased daily, and on February 8 it was 10.1 mEq. 
The serum sodium was 136 mEq initially and rose 
to 143 mEq; the potassium rose from an initial level 
of 4.6 mEq to 5 mEq on February 3; 4 to 5.6 mEq, 
February 4; 6.1 mEq, February 5; 6.4 mEq, February 
6; and 6.7 mEq on February 7. The serum chloride 
level was 101 mEq on February 4 and 95 mEq on 
February 8. On February 1 the serum calcium was 3.9 
mEq, and on February 8 was 3.2 mEq. The inorganic 
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phosphorus was 6.9 mEq on February 6. Electro- 
cardiograms were taken daily. 

Her urinary output on February 2 was 135 ml. and 
slowly increased with daily volumes of 140, 195, 170, 
175, 160, 235, 325, 460, and 350 ml. Vividialysis with 
an artificial kidney was performed on February 7. 
The blood urea nitrogen was reduced from 225 mg. 
per cent to 161 mg. per cent, and the creatinine 
from 14.5 mg. per cent to 12.0 mg. per cent. During 
the vividialysis the blood pressure rose, and the blood 
flow through the artificial kidney was not satisfactory. 
Following the vividialysis the blood urea nitrogen 
rose steadily and the carbon dioxide combining power 
decreased. She became nauseated and vomited on Feb- 
ruary 6; this ceased following the first vividialysis, 
but recurred two days later. Her fluid intake ranged 
from 400 ml. to 1000 ml. in 24 hours. Her blood 
pressure was 170/70 on February 10 and 180/70 
on February 11. 

At 2:00 p.m. on February 12 she complained for 
the first time that she was unable to focus her eyes. 
At 4:00 p.m. she had slight twitching of the face 
and extremities, and she was given intravenous amo- 
barbital sodium. Her convulsive movements contin- 
ued, and at 7:00 p.m. she again received 200 mg. of 
amobarbital sodium intravenously. At that time she 
appeared to be slightly confused, and her convulsive 
movements continued despite medication. 

She was placed on the artificial kidney for the sec- 
ond time at 11:00 p.m., and at 1:00 a.m., February 
13, she vomited 50 ml. of bright red fluid. During 
the second vividialysis her hypertension increased. 
Small amounts of blood were withdrawn from time 
to time and antihypertensive medications were given. 
Her diastolic blood pressure rose from 75 to 90 mm. 
Hg. During the fifth hour of vividialysis the systolic 
pressure was 225 and the diastolic pressure was 90, 
dropping precipitously following the intravenous ad- 
ministration of 0.5 mg. of pentolinium. At that time 
her respiration was irregular and slow; her pupils 
were dilated and fixed; and she was unresponsive. In 
the sixth hour of dialysis her blood pressure remained 
150/80 for 30 minutes and then began to drop. Arti- 
ficial respiration with the positive pressure respirator 
was begun, and she was given levarterenol in saline. 
At 6:50 a.m. on February 13 her heart ceased to beat, 
and she was pronounced dead. Her temperature had 
remained normal until the final day when it rose to 
104.8 degrees, rectally, and gradually fell to 101 de- 
grees just before death. ; 

Dr. Mahlon Delp (moderator): Are there any 
questions ? 

John Chapman (fourth year medical student) *: 


*Though a medical student at the time of this conference 
in January, 1958, he, like the others referred to as students, 
received the M.D. degree in June, 1958. : 
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What were the chest findings on her last hospital day ? 

Dr. Wu-Hao Tu (resident in medicine): A few 
rales were heard. 

Gordon Cowles (student) : Did she have a previous 
history of kidney disease? 

Dr. Tu: No, but she had a history of hypertension. 

Alfred Cheng (student): What was the serum 
potassium level during her hospitalization ? 

Dr. Tu: On February 2 the potassium was 4.7 
mEq; February 3, 5 mEq; February 4, 5.6 mEq; Feb- 
ruary 5, 6.1 mEq; February 6, 6.4 mEq; February 7, 
6.7 mEq; February 8, 6.2 mEq; February 9, 6.1 mEq; 
February 10, 6.0 mEq; February 11, 6.1 mEq; and on 
February 12 it was 4.4 mEq. 

Milton Claassen (student): Did she ever receive 
digitalis ? 

Dr. Delp: On her last day 0.6 mg. of digitoxin was 
ordered, but I am not sure that it was given at that 
time. Dr. Allen, do you know anything about this? 

Dr. Max Allen (internist) : I believe it was given. 

Craig Clark (student): Did she have a stiff neck 
on her last hospital day ? 

Dr. Tu: No, she did not. 

Billy Cooney (student): Did she ever have dark 
urine? 

Dr. Tu: It was not grossly dark. 

Mr. Cheng: Did she vomit anything other than 
the 50 ml. of bright red fluid? 

Dr. Tu: No, she did not. 

Donald Coldsmith (student): Did she ever have 
melena ? 

Dr. Delp: It was never reported. 

Dr. Thomas J. Rankin (internist): Did she have 
severe pain in the neck and back on the postoperative 
day ? 

Dr. John F. Christianson (internist) : She had some 
mild back pain, but I do not believe it was terribly 
severe. 

Mr. Cowles: Was the first unit of blood given be- 
fore or after the operation? 

Dr. Tu: It was given in the morning before the 
operation. 

Mr. Clark: What was the platelet count during 
the second dialysis ? 

Dr. Tu: It was 174,000. 

Mr. Coldsmith: What was the total amount of 
heparin given, and what was the nature of the electro- 
lytes in the artificial kidney ? 

Dr. Tu: Initially she received 145 mg. of heparin; 
the second time she received 148 mg. Before that the 
serum sodium was 123 mEq, and the chloride was 110 
mEq. 

Dr. Charles Poser (neurologist): Was she fully 
alert when she was admitted ? 

Dr. Tu: She was fully alert on admission, but 
shortly afterward she had grand mal convulsions. 
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Dr. Delp: Now, if there are no further questions, 
we shall see the electrocardiograms. 

Mr. Coldsmith: The electrocardiogram taken on the 
day of admission shows a regular sinus rhythm with 
a rate of approximately 80 per minute. I see no ab- 
normalities, and I interpret this as a normal tracing. 

The next electrocardiogram, taken on February 7, 
approximately one week after admission, shows peak- 
ing of the T wave but no other abnormalities. I in- 
terpret this as a normal tracing with the exception of 
the peaked T waves. 

A tracing taken on February 11 again shows a 
regular sinus rhythm with a rate of approximately 
80 per minute. There is some indication of peaking of 
the T waves, but this is not so marked as in the 
previous tracing, and I interpret this as an essentially 
normal electrocardiogram with the exception of the 
peaking of the T waves. 

A tracing taken on the day of death (Figure 1) 
shows evidence of sinus rhythm with ectopic beats, 
the rate varying from 100 to 120 per minute. There 
are biphasic waves and some indication of flattening 
of the P waves and depression of S-T segments which 
I believe may be attributed to digitalis intoxication or 
hyperkalemia. 

Dr. Delp: Dr. Crockett, do you have any comment ? 

Dr. James E. Crockett (cardiologist) : I cannot be 
sure from the last tracing whether P waves are pres- 
ent. Potassium intoxication may produce auricular 
standstill as well as the other changes which are 
apparent here. 
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Figure 1. Electrocardiogram taken on the day of 
death. 
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Dr. Delp: May we have the x-rays, please? 

Mr. Clark: Two x-rays were taken on the day of 
admission. No bony abnormalities are seen in the 
chest film, the trachea is in the midline, and the costo- 
phrenic angles are clear. There is a slight increase in 
the mediastinum and in the bronchovascular mark- 
ings. The heart is at the upper limits of normal. The 
film of the pelvis and the proximal part of the femur 
shows a bony abnormality with the fracture line and 
the Smith-Petersen nail in place. A bony fragment is 
also seen which is probably the lesser trochanter. 
There is gas in the bowel. 

Dr. Delp: May we have your discussion now, Mr. 
Cooney ? 


Differential Diagnosis 


Mr. Cooney: I shall base my differential diagnosis 
on the causes of oliguria and acute renal failure. 
First, I shall rule out obstructive uropathy as a possi- 
bility because there were no historical or clinical find- 
ings to support this diagnosis. Acute nephritis can 
be ruled out because of the clinical course and the 
absence of the typical laboratory findings. Nephro- 
toxins can also be dismissed because there was no his- 
tory of exposure to them. 

It is difficult to rule out bilateral renal artery throm- 
bosis, but I believe our patient had acute tubular ne- 
crosis, secondary to postoperative shock and pro- 
longed renal ischemia. It becomes difficult to deter- 
mine whether she had a transfusion reaction from the 
blood that she received before surgery or whether she 
had a vascular collapse secondary to a surgical trauma. 
There is said to be no definite etiology in 45 per cent 
of patients with acute tubular necrosis. Two days be- 
fore her admission to this hospital she underwent 
surgical repair of her intertrochanteric fracture on the 
left hip, and four hours later she went into shock. 
Routine treatment for shock was given, and she was 
given a total of 3700 ml. of fluid containing at least 
1000 ml. of blood. During the next 48 hours she was 
oliguric with an output of only 163 ml., and she was 
transferred to this hospital for further evaluation. 

On admission she had a uriniferous odor to her 
breath which, with the elevated blood urea nitrogen 
and creatinine, indicated advancing azotemia. The 
urinalysis showed a specific gravity of only 1.010 
which, when associated with oliguria, is highly sug- 
gestive of renal failure, and I believe this can be 
attributed to her hypervolemic state. Shortly after ad- 
mission she suffered a grand mal seizure, probably 
attributable to cerebral edema. She was started on a 
protein-free, high caloric diet consisting of carbohy- 
drates and fat, but despite all measures the blood urea 
nitrogen, creatinine and metabolic acidosis increased. 
During that time there was a gradual increase in urine 
volume which might have been indicative of regener- 
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ation of some renal tubules. On the seventh hospital 
day she was dialyzed, and this resulted in a sudden 
rise of blood pressure and a reduction of tne blood 
urea nitrogen. After dialysis, however, there was a 
progression of her azotemia and acidosis. On the 
eighth day she developed vomiting, probably from 
uremic gastritis. On the 12th day neurologic findings 
appeared which I believe were again due to cerebral 
edema. Marked twitchings developed, but these were 
fully controlled with amobarbital sodium. 

She was again dialyzed, and her blood pressure 
rose much higher than before, being controlled with 
difficulty. She began to vomit bright red fluid. Her 
breathing became irregular, and artificial respiration 
was started. She became comatose, and soon afterward 
her heart stopped beating. 

In summary, several things must. be considered as 
the cause of our patient’s death. First, there was the 
bleeding tendency secondary to her dialysis. Patients 
who are dialyzed often develop a bleeding tendency, 
and our patient was known to have vomited 1500 ml. 
of bright red blood. We do not know how much more 
was left in the gastrointestinal tract. Secondly, pul- 
monary edema is a common cause of death in patients 
who have hypervolemia and oliguria. 

The electrocardiogram showed evidence of potas- 
sium intoxication. As the potassium increases the 
heart tends to contract irregularly often resulting in 
ventricular fibrillation. 

It is difficult to say whether she died of a cerebral 
vascular accident due to a bleeding tendency or wheth- 
er she died of potassium intoxication. 


Clinical Discussion 


Dr. Delp: Thank you, Mr. Cooney. This case was 
selected because I wanted some comments and discus- 
sion on the etiology of acute renal failure and what I 
choose to call a conservative versus a more vigorous 
form of treatment in patients with at least a clinical 
picture similar to this. Also, because the artificial 
kidney was used, I wanted comments in regard to the 
uses of this instrument and other pertinent items hav- 
ing to do with the use of any gadget in the treatment 
of patients. Mr. Chapman, can you give me one reason 
for our patient’s renal failure? 

Mr. Chapman: I believe it was renal ischemia sec- 
ondary to shock. 

Dr. Delp: Mr. Claassen ? 

Mr. Claassen: I agree with that. 

Dr. Delp: Mr. Cheng? 

Mr. Cheng: It could have been a transfusion reac- 
tion. 

Dr. Delp: Mr. Cowles? 

Mr. Cowles: I believe it was most likely secondary 
to the surgical trauma. 
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Dr. Delp: Then you believe this was a delayed 
phenomenon occurring four or five hours after the 
patient left the operating room? 

Mr. Cowles: I do not know exactly when she left 
the operating room, but it occurred afterward. 

Dr. Delp: Mr. Clark? 

Mr. Clark: I agree that it was due to the surgical 
procedure. 

Dr. Delp: Then you believe it was a delayed shock 
occurring four hours after surgery? 

Mr. Clark: Usually the shock occurs in 20 minutes 
after a spinal anesthesia such as our patient had. 

Dr. Delp: Mr. Coldsmith ? 

Mr. Coldsmith: I believe it was transfusion reac- 
tion and surgical shock. 

Dr. Delp: Mr. Chapman, what do you believe was 
the cause of death? 

Mr. Chapman: Potassium intoxication. 

Dr. Delp: Mr. Cowles? 

Mr. Cowles: I believe it was a low serum potas- 
sium, and I believe that digitalis intoxication should 
be ruled out. 

Dr. Delp: Do you believe that digitalis intoxication 
caused our patient's death, Mr. Cheng? 

Mr. Cheng: A high magnesium level may cause a 
patient to become comatose. 

Dr. Delp: Will you tell us about magnesium intoxi- 
cation and the part it might have played in this case? 

Mr. Cheng: At times, in a patient with oliguria, 
there is retention of magnesium, but because there is 
no laboratory evidence to support this, I am merely 
offering it as another possibility. 

Dr. Delp: Do you believe it might have been just as 
valuable as a determination of the potassium levels? 

Mr. Cheng: The magnesium level rises out of pro- 
portion in some patients with oliguria. 

Dr. Delp: Are you familiar with the electrocardio- 
graphic picture in this situation ? 

Mr. Cheng: I believe there is left bundle branch 
block. 

Dr. Delp: Mr. Cowles, what do you believe was the 
cause of our patient’s death? 

Mr. Cowles: Digitalis intoxication. 

Dr. Delp: Mr. Clark? 

Mr. Clark: An intracerebral vascular phenomenon 
and hemorrhage which could have been precipitated 
by dialysis. - 

Dr. Delp: Mr. Coldsmith ? 

Mr. Coldsmith: I believe it was caused by digitalis 
intoxication and cardiac arrest. 

Dr. Delp: Mr. Cooney, what is your opinion? 

Mr. Cooney: I believe the cause was digitalis in- 
toxication with a lowered potassium level due to 
dialysis. 

Dr. Delp: There are four of you who believe she 
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died of digitalis intoxication. Mr. Chapman, how do 
you believe the pathologist will describe the kidneys? 

Mr. Chapman: The kidneys should appear large 
and edematous, and there should be evidence of re- 
generation in the tubules, and there should be spotty 
necrosis throughout all of the tissue. There may be 
hyaline, protein, and hemoglobin casts. 

Dr. Delp: Do you believe the tubules will be ob- 
structed ? 

Mr. Chapman: I do not say that this is an etiology 
of acute tubular necrosis, but I believe the tubules 
will contain casts. 

Dr. Delp: What is your opinion about conservative 
versus vigorous treatment of renal failure, Mr. 
Cooney ? 

Mr. Cooney: It has been stated that about 80 per 
cent of patients with this syndrome will recover with 
conservative treatment. 

Dr. Delp: Mr. Coldsmith ? 

Mr. Coldsmith: I believe that conservative treat- 
ment may improve the patient's condition in 80 per 
cent of the cases. On the other hand, some people 
see three indications for. the use of the artificial kid- 
ney: elevated potassium, progressive azotemia, and 
convulsions. Our patient had all three of these. I be- 
lieve that on the first occasion she received some bene- 
fit from the use of the kidney as evidenced by the 
lowering of the blood urea nitrogen. She did have 
complications when it was used the second time, and 
I do not believe that she benefited from it. 

Dr. Delp: Mr. Clark? 

Mr. Clark: I believe that conservative treatment 
should have been tried. 

Dr. Delp: Mr. Cowles? 

Mr. Cowles: I agree that conservative treatment 
would probably be better, but in our particular case 
it is impossible to say whether or not she benefited or 
was harmed by the artificial kidney. 

Dr. Delp: Mr. Cheng? 

Mr. Cheng: I would have treated this patient con- 
servatively. 

Dr. Delp: Mr. Claassen? 

Mr. Claassen: I believe conservative treatment 
would have been better. 

Dr. Delp: Mr. Chapman? 

Mr. Chapman: Conservative treatment should be 
followed until the three indications mentioned earlier 
are found. 

Dr. Delp: Dr. Bolinger, may we have your com- 
ments, please? 

Dr. Robert Bolinger (internist): As far as the 
original etiology is concerned I have nothing to add, 
but I am particularly interested in our patient’s re- 
sponse to the dialysis. The possibility has been men- 
tioned of potassium deficiency and the effect of the 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


digitalis together producing a cardiac complication. 
Several factors are against this. In the first place, dur- 
ing the terminal event she first showed changes in 
consciousness, and then for some time her blood pres- 
sure was not unobtainable, but was 150/80. I believe 
that this is a factor against a primary cardiac dysrhyth- 
mia. Secondly, I am not impressed with the efh- 
ciency of the artificial kidney in removing potassium 
from the body so rapidly. I doubt that the hypermag- 
nesium was contributory since the dialysis fluid con- 
tains magnesium in physiological amounts, and there 
should be a gradient, if there were a hypermagnesium 
in the first place, which would eliminate magnesium 
from the body. 

Other things that must be considered when the pa- 
tient’s condition becomes worse during dialysis in- 
clude dynamic changes which may occur because of 
too much fluid going into or out of the patient’s 
blood. I doubt that that was a factor in our case. 
Transfusion reactions must be considered and inac- 
curacies in the osmolarity of the bath fluid producing 
either hypo-osmolarity or hyperosmolarity. In our 
patient’s case I believe that this should be considered 
because of her mounting blood pressure and the 
change in consciousness, all consistent with cerebral 
edema characteristic in such conditions. Finally, we 
must consider the hypertensive reaction which goes 
along with this. I believe, in the final analysis, that 
our patient’s death was due to intracranial complica- 
tions, probably an intracranial hemorrhage from the 
rise of blood pressure and remembering the heparin 
which had to be given. 

Dr. Delp: Thank you, Dr. Bolinger. May we have 
your opinion, Dr. Poser? 

Dr. Charles Poser (neurologist) : I saw this patient 
a few hours before her death, and at that time she 
was deeply comatose. Her pupils were dilated and 
fixed. I was impressed with the fact that before she 
became comatose she had complained of some diffi- 
culty with her vision, and perhaps I erroneously in- 
terpreted this as diplopia. There is little doubt that 
severe metabolic disturbances such as she had account- 
ed for much of her difficulty. She probably had a 
great deal of cerebral edema, and I assume that she 
was atherosclerotic. With the artificial kidney her 
brain was subjected to sudden and wide changes in 
hemodynamics, her blood pressure rising and falling 
rather rapidly. In addition to this, there were changes 
in the potassium level and in her calcium and phos- 
phorus relationship. 

In regard to the terminal event I am not sure 
whether she died of hemorrhage or thrombosis. My 
belief is that, rather than massive hemorrhage, she 
had multiple petechiae especially in the brain stem. 
She may have herniated, and, as a result of these 
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hemorrhages and softening of the brain stem, died. 
All of this was the result of the wide range of blood 
flow through her vascular system. I have nothing to 
add about the primary etiology, but there might have 
been the possibility of a fat embolism. However, it is 
most unusual in hip fractures, and the course is cer- 
tainly not that which is found in this disease. 

Dr. Delp: Thank you. Dr. Allen, will you give us 
your opinion, please? 

Dr. Allen: Dr. Poser’s mention of fat embolism 
deserves some consideration. Classically, of course, it 
does occur after the fracture of long bones and, after 
an interval free of symptoms, the patient first devel- 
ops respiratory deficiencies, cyanosis, and periods of 
shock. I believe this factor had to be considered on the 
operative day as a cause of her cyanosis and shock. 
Following this, one sees the classic cerebral symptoms 
of fatty embolism of the brain. So the time relation- 
ships appear good for fat embolism, but the fact that 
the fracture was in the neck and not down in the shaft 
of the femur is against this. There were no petechiae 
of the skin, classically seen in the lateral axilla, and 
which one might expect to see in fat embolism. It is 
my belief that the initial shock was associated with 
the surgery. 

The final episode occurred in a dramatic fashion. 
Her blood pressure rose gradually for a while, then 
rather precipitously, and it was at that time that she 
vomited the bloody fluid. Shortly afterward she be- 
came comatose. Her pupils rapidly became dilated and 
fixed. This appeared to me to be an apoplexy, and my 
opinion at that time was that she had an intracerebral 
hemorrhage. I am uncertain whether this occurred in 
an area of a previous lesion of fatty embolization 
with brain softening around it, as a result of some 
other lesion there, or simply as a result of anticoagula- 
tion and a sudden rise in blood pressure. Her condi- 
tion deteriorated rapidly, and in spite of the artificial 
respiration she was poorly oxygenated. The last elec- 
trocardiogram, taken only a few minutes before death, 
seemed to agree with a terminal myocardial hypoxia. 

In general, I am conservative about using gadgets 
or machines in the treatment of patients. As has been 
pointed out, two or three things were occurring here 
that disturbed us. Perhaps there was some other cere- 
bral reason for the diplopia and the convulsions. Per- 
haps simple cerebral edema was the only cause. But 
these things were getting worse, and it became evi- 
dent that the patient was going to be in real trouble 
and in a convulsive state if we could not correct it. I 
do not believe that she was ever in any real danger 
from her hyperpotassemia, and I do not consider hy- 
perpotassemia to be the chief indication for dialysis. 
The high blood urea nitrogen and the convulsive state 
were the main reasons for trying another procedure. 
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Dr. Delp: Dr. Allen, had the patient stopped 
breathing before artificial respiration was begun? 

Dr. Allen: Yes. 

Dr. Delp: Do you believe that she was breathing 
or could have been breathing on her own for that 
16-hour period ? 

Dr. Allen: I am certain that she could not. 

Dr. Delp: Dr. Rasmussen will now give the pa- 
thologist’s report. 


Pathological Report 


Dr. Peter Rasmussen (pathologist): The changes 
found at gross autopsy could be arranged into four 
groups. First were those due to old age, including 
atrophy of the ovaries, a moderate degree of osteopo- 
rosis, and the internally fixed fracture through the 
trochanter of the left femur. 

The second major category were changes in the 
kidneys. They were not enlarged, but there was a 
distinct cortico-medullary junction which made the 
gross diagnosis of lower nephron nephrosis tenable. 

The third category was the evidence of heart fail- 
ure. This apparently had been progressing for some 
time, as there was a distinct “nutmeg” character of 
the liver, bilateral pleural effusion, and minimal 
edema of the legs. 

In the fourth category were manifestations of hem- 
orrhage in the brain and heart. The brain weighed 


Figure 2. Photomicrograph of a lumbar vertebra illus- 
trating osteoporosis. Note the thin bony trabeculae. 
Hematoxylin and eosin stain. 96X. 
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1,480 grams and contained three large areas of recent 
hemorrhage. One, in the white matter of the left 
hemisphere extending into the occipital lobe, meas- 
ured 6 x 5 x 4 cm. The second, measuring approxi- 
mately 2 cm. in diameter, was on the opposite side 
at the same level as the first. The third, measuring 
approximately 3 x 2 x 2 cm., was at the level of the 
mamillary bodies in the white matter of the right 
hemisphere. Finally, there was a large area of suben- 
docardial hemorrhage along the bundle of His in the 
left ventricle. 

Microscopically, the ovaries were largely replaced 
by dense pink collagen except for a small rim of cor- 
tical tissue. Consequent to this was moderate gener- 
alized osteoporosis as seen in the lumbar vertebra, 
and documented by thin bony compacta and the 
paucity of bony trabeculae in the vertebral body 
(Figure 2). 

While there was no gross callus formation in the 
area of fracture, there was beginning callus and or- 
ganization of the hematoma and the laying down of 
osteoid along small osteoporotic bony trabeculae. 
Osteoblasts were arrayed in “soldier fashion” along 
the newly formed osteoid (Figure 3). In addition, 
there were necrotic bone fragments being removed by 
osteoclasts. 


Figure 3. Early callus formation is evident in the 
hip fracture. An organizing hematoma is seen in the 
top one-half of the field. A bony trabecula has osteoid 
being laid down upon it. The arrow indicates a row of 
osteoblasts. Hematoxylin and eosin stain. 157X. 


The kidney demonstrated lower nephron nephrosis. 
Chronic phlebitis could be seen around thin-walled 
arcuate veins, and this change was mainly present at 
the cortico-medullary junction. In addition to numer- 
ous hemoglobin casts, homogenous protein casts were 
evident mainly in the distal convoluted tubules. Some 
of these had ruptured into the interstitial tissue with 
surrounding chronic inflammatory cells, the so-called 
cast granuloma (Figure 4). These may herniate into 
an adjacent vein resulting in what has been called a 
tubulo-venous fistula. Finally, at this stage of develop- 
ment of hemoglobinuric nephrosis there were mitoses 
in tubular cells indicating regeneration. 

The parathyroid glands revealed a diminution of 
parenchymal fat, as well as a tendency toward acinar 
formation in glandular cells. In addition, numerous 
mitotic figures were evident. In my opinion, this pic- 
ture represented a reaction to the uremia. 

Throughout both right and left ventricles there 
were several areas of subendocardial micro-infarction. 
Hemosiderin-laden macrophages were scattered in the 
loose granulation-type tissue, and I believe that the 
presence of these macrophages indicated that the 
infarcts occurred at the time that the patient had her 
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Figure 4. A cast granuloma of the kidney showing 
protemaceous material rupturing through a distal con- 
voluted tubule and exciting the chronic inflammatory 
response surrounding it. Hematoxylin and eosin stain. 
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episode of hypotension just after her original hip 
nailing, approximately three weeks before death. 

Cerebral edema was present throughout the brain, 
substantiated by the increase in weight and seen mic- 
roscopically as perineuronal vacuolization. Other areas 
of the brain adjacent to the regions of gross hemor- 
thage showed only recent extravasations of blood in 
the form of perivascular, satellite hemorrhages. Small 
petechial hemorrhages could also be found in the 
brain stem, mainly in the sections of the pons. Multi- 
ple sections through the brain failed to reveal any 
micro-infarcts which one might expect subsequent to 
fat embolization after a fracture of this duration; in- 
deed, fractures through the femoral neck area are 
not prone to cause fatty emboli. 

Finally, in the liver there was chronic passive con- 
gestion with hemosiderin in Kupfer cells in the cen- 
tral areas as well as necrosis of hepatic cells. A slight 
increase of central fibrous connective tissue accom- 
panied this. 

Pathogenetically the problem arises as to the cause 
of the grand mal seizure which occurred approximate- 
ly 11 days before death. We are left with the specula- 
tion that overhydration immediately following her 
hypotensive state may have contributed to cerebral 
edema, which, in turn, may have been the precipitat- 
ing factor for the seizure. Finally, it seems that there 
is difficulty in establishing the precipitating factor 
of the cerebral hemorrhages which caused her final 
episode. My first thought was that dialysis by the 
artificial kidney might have been involved, since an 
anticoagulant is used in the procedure. That vividialy- 
sis was probably not of prime importance is revealed 
in the history because visual difficulty as well as the 
final episodes of convulsions occurred before the sec- 
ond dialysis. Also, the neurologic manifestations oc- 
curred three days after the first vividialysis, thus mak- 
ing this event seem unlikely as a precipitating cause. 
It seems that some bleeding took place before her sec- 
ond dialysis, but perhaps the second dialysis, because 
of the use of heparin, may have enhanced the cerebral 
hemorrhage. In searching for a primary cause of the 
hemorrhage we are left with uremia or cerebral edema 
as predisposing factors. 

Dr. Delp: Dr. Bolinger, are you willing to accept 
the final episode as being a complication of dialysis? 

Dr. Bolinger: It is a good possibility, but the 
patient’s course was directed that way, and it just 
seemed to hasten it. 

Dr. Delp: Are such situations a complication of 
dialysis, or are there other complications we should 
keep in mind when using this procedure? 

Dr. Bolinger: I do not believe there are any com- 
plications particularly applicable to our patient. There 
is the possibility of over-hydration, as Dr. Rasmussen 


mentioned. This could be accounted for if the bath 
were hypotonic. 

Dr. Delp: Thank you. I believe the principal fea- 
tures of this problem have been well illustrated. 


Summary 


Dr. Delp: Acute tubular necrosis so prominently 
cited in the descriptions of complications occurring in 
wartime casualties can and does feature events of al- 
most routine care of an illness which in itself seems 
minor. The prompt recognition and treatment of 
shock is an important factor in prevention. 

Once the state is recognized the desire to force 
diuresis by excessive fluid input must be controlled. 
A decision to use vividialysis should then be made 
only after a careful consideration of all of the factors 
operating in the patient. Here previously existing hy- 
pertension, the age of the patient, pre-existing vas- 
cular disease, and cerebrovascular insufficiency sug- 
gested that vividialysis might subject the patient to 
greater danger than more conservative measures. 


Pathological Anatomical Diagnosis 


Recent massive hemorrhages into the cerebrum, 
brain stem, subarachnoid space, and ventricles. 

Edema of the brain, weight 1480 gm. 

Small infarcts of the myocardium consistent with 
two to three weeks duration. 

Recent hemorrhage in the endocardium. 

Bilateral pleural effusion, acute passive congestion 
of the liver with slight chronic passive congestion, 
and edema of the lower extremities. 
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Harold G. Ingham Dies 


Mr. Harold G. Ingham, former executive direc- 
tor of the extension program in medicine at the 
University of Kansas Medical Center, died there on 
August 21 after suffering a heart attack. He had 
been employed by the university since 1915, serv- 
ing first as director of the correspondence study 
bureau in Lawrence and moving to the Kansas City 
position in 1945. Since retiring from the university 
position, he had been executive secretary of the 
Kansas Adult Education Association. 
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THE MONTH IN 
WASHINGTON 


Editor's Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


When the Congress that is elected in November 
goes to work next January 7, it will have before it a 
half dozen important health-medical issues that the 
last Congress took some interest in but didn’t resolve. 
They include hospitalization under social security, tax- 
deferment on annuities, loans and mortgage guar- 
antees for hospitals and nursing homes, aid to med- 
ical schools, and amendment of Veterans Administra- 
tion hospitalization procedures. 

The issue of hospitalization under social security— 
the Forand bill principle—will come into the spot- 
light shortly after the new session starts. Under in- 
structions from the House Ways and Means Commit- 
tee, the Department of Health, Education, and Wel- 
fare will complete a study on the problems of financ- 
ing hospital care for the aged before next February 
1. Some study of medical costs may also be included. 

Decision to move ahead with a study of medical 
care costs for the aged was reached by the committee 
at the same time it excluded the Forand idea from the 
social security bill enacted during the summer. HEW 
was told to pay particular attention to the possibility 
of increasing OASI taxes, and with the money pur- 
chasing health insurance (nonprofit or commercial) 
to take effect upon retirement or disability. This 
would differ from the Forand plan in that hea!th care 
would be financed through insurance, and not paid 
for directly by the federal government. 

The Keogh bill to allow doctors and other self- 
employed to defer income taxes on money put into 
retirement funds passed the House with little opposi- 
tion but encountered difficulty in the Senate. It was 
defeated there in the closing days, and under unusual 
circumstances. Policy committees of both parties de- 
cided to oppose the bill as too costly, and the vote 
came in the course of a complicated legislative ma- 
neuver that could not be used as a test of whether 
individual senators favored or opposed the bill itself. 

Keogh bill sponsors, however, are encouraged that 
32 senators resisted official party instructions and 
stayed with the pension plan. They are confident that 
next year under more favorable legislative circum- 
stances the measure will clear the Senate. 

An effort was made late in the session to authorize 
grants to medical schools for building and equipping 
teaching as well as research facilities. The bill extend- 
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ing the research grants program also would have al- 
lowed use of the grants for “multi-purpose’’ struc- 
tures (teaching and research) if emphasis were on 
research. However, for fear this change would hold 
up the simple extension bill, it was dropped off be- 
fore the bill reached the House floor. Sponsors of aid 
to medical education will be back next year and cam- 
paign on this issue alone. 

Legislation for U. S. guarantee of nursing home 
mortgages, strongly supported by the American Med- 
ical Association, fell by the wayside in the House 
during the closing hours of the session, after having 
cleared the Senate with no trouble whatever. This 
also will be pushed next year, and may have a better 
chance of passage because of the growing emphasis 
on need for solving the problems of the aged. 

Far too late for passage, Chairman Olin Teague’s 
House Veterans’ Affairs Committee reported out a 
bill that would make a number of changes in VA 
hospitalization procedures, liberalizing some and 
tightening up on others. The bill also would require 
VA to open 5,000 beds over which Mr. Teague and 
VA Administrator Whittier have been squabbling for 
months, the latter maintaining that the beds aren't 
needed. That issue still is unresolved, inasmuch as the 
bill didn’t pass. 

Congress did roll out a sizable list of medical- 
health laws. It ordered the calling of a 1961 White 
House Conference on the Aging, gave Food and 
Drug Administration authority to enforce its pre-test- 
ing standards on foods to which chemicals and other 
substances have been added, authorized loans as well 
as grants under the Hill-Burton program, authorized 
grants for the country’s schools of public health and 
for civil defense purposes, raised military and VA 
physicians’ pay, and required labor and management 
health and welfare plans to make reports and open 
up their books for inspection by members. 

American Medical Association was able to persuade 
the Department of Defense and the administration to 
retain the post of assistant secretary (health and med- 
ical) in the reorganization of the department. In 
legislation passed by Congress to bring about the re- 
organization, one of the assistant secretary posts 
would have been eliminated, and the medical as- 
sistant was marked for down-grading. However, Sec- 
retary McElroy eventually announced that the posi- 
tion would be continued. 

Even before Congress adjourned, it was clear that 
trouble was in sight for Medicare because of inade- 
quate appropriations and instructions from Congress 
not to exceed the appropriation. To keep within the 
limitation, if possible, Defense Department was chan- 
nelling many thousands of service families to military 
facilities, and at the same time limiting the scope of 
care permitted in civilian facilities. 
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PHYSICIANS’ ACTIVITIES 


Dr. E. Grey Dimond, director of the Cardio- 
vascular Laboratory at the University of Kansas 
Medical Center, will be one of the speakers at the 
annual conference of the Oklahoma City Clinical 
Society, October 27-29. 


A feature story in the Evreka Herald recently paid 
tribute to Dr. Fred D. Lose, Madison, who is now 
in his 53rd year of medical practice. 


Dr. E. Dale Peffley, formerly of Chetopa, is now 
Practicing in Hoisington in association with Dr. 
Robert Moore and Dr. Charles Davenport. Dr. 
Peffley is a graduate of Oklahoma University School 
of Medicine. 


Two physicians from the University of Kansas 
School of Medicine, Dr. Mahlon H. Delp and Dr. 
Robert T. Manning, were speakers at a meeting 
of the Mississippi Valley Medical Society in Chicago, 
September 24-26. 


Dr. A. C. Armitage, Hutchinson, has closed his 
office because of poor health. 


A physician new in the state, Dr. William C. 
Strutz, is now serving two hospitals as radiologist, 
the Atchison Hospital at Atchison and the Cushing 
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Memorial Hospital in Leavenworth. Dr. Strutz is a 
graduate of Marquette University School of Medi- 
cine, and he has practiced in Milwaukee and Detroit, 
taking his radiological training in the latter city. 


Dr. Orville S. Walters, formerly of McPherson, 
has been appointed director of health services, pro- 
fessor of hygiene, and lecturer in psychiatry at the 
University of Illinois. He is a graduate of the Men- 
ninger School of Psychiatry, Topeka. 


The Sumner County Selective Service Board re- 
cently honored Dr. Harry L. Cobean, Wellington, 
for 15 years of gratuitous service as its medical ad- 
visor. 


Dr. Harold Lawless, who has been in practice 
in Sacramento, California, since his graduation from 
the University of Colorado School of Medicine, has 
begun practice in Blue Rapids. 


Two physicians who are graduates of the Uni- 
versity of Kansas School of Medicine, Dr. James L. 
Barber and Dr. Dale W. Anderson, have begun 
practice in Augusta. Dr. Barber has just completed 
internship at Broadlawns Hospital, Des Moines, and 
Dr. Anderson had his internship at Good Samaritan 
Hospital, Phoenix. 


Dr. Bennett Wong, fellow of the Menninger 
School of Psychiatry, Topeka, has been named act- 
ing clinical director of the Winfield State Hospital 
and Training School. 


HENRY OsMOND Haroesty, M.D. 


Dr. H. O. Hardesty, 88, an honorary mem- 
ber of the Northwest Kansas Medical Society 
since 1943, died at his home in Jennings on 
August 17. He had been in retirement because 
of poor health during the past five years, but 
had been in practice more than 50 years be- 
fore he retired. He was graduated from Kan- 
sas Medical College in 1900 and spent his en- 
tire professional life in Jennings with the ex- 
ception of a period during World War I 
when he served in Europe in the Army Medi- 
cal Corps. 


DEATH NOTICES 


PAuL A. BINTER, M.D. 


A Wichita physician, Dr. Paul A. Binter, 43, 
died at his home on August 26 after suffering 
a heart attack. He had practiced in Wichita 
since 1951. A graduate of the University of 
Kansas School of Medicine in 1942, Dr. Binter 
served in the Army Medical Corps for three 
years during World War II, principally in 
Europe. He later had residencies at the Vet- 
erans Administration hospitals in Wichita and 
Excelsior Springs and became a diplomate of 
the American Board of Internal Medicine. He 
was an active member of the Sedgwick Coun- 
ty Medical Society. 
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The psychological effects of tuberculosis were dis- 
cussed by Dr. Roy A. Lawson, Jr., of the Tuber- 
culosis Hospital at Chanute, at the September meet- 
ing of the Allen County Medical Assistants Society 
in Humboldt. 


Dr. Charles C. Gullett has been appointed direct- 
or of medical services for Trans World Airlines, 
Kansas City. He has been with T.W.A. since 1953. 


“The Clinician as a Sabbatician’’ is the subject of 
a paper by Dr. E. Grey Dimond, of the University 
of Kansas Medical Center, published in the Septem- 
ber issue of Missouri Medicine. 


Dr. Franklin D. Murphy, chancellor of the Uni- 
versity of Kansas, Lawrence, recently spent a month 
in Latin America inspecting institutions of higher 
education. 


Dr. Francis R. Applegate, a 1955 graduate of 
the University of Kansas School of Medicine, is now 
practicing in St. Marys in association with Dr. Fred 
E. Brown. 


The Nelson Clinic, Manhattan, announces that 
Dr. Robert D. Olney is now a member of its staff, 
specializing in surgery. A graduate of the University 
of Nebraska College of Medicine, he was a resident 
surgeon at the university's hospital in Omaha after 
he completed his internship there. 


Dr. Jay H. Armstrong, Hutchinson, has re- 
signed as county physician for Reno County to de- 
vote his time to private practice. 


A newcomer in Great Bend who is practicing 
ophthalmology in association with Dr. David T. 
Loy and Dr. Robert C. Polson is Dr. William F. 
Casteen. He was graduated from the University of 
Kansas School of Medicine in 1955 and has since 
been doing postgraduate work at the Indiana Uni- 
versity Medical Center, Indianapolis. 


The United States Junior Chamber of Commerce 
(through Mr. Robert V. Cox, president, Tulsa, 
Oklahoma) is now accepting nominations for 1959 
awards to the nation’s “ten outstanding young men.” 
Last year five of the ten named, all under 36 years 
of age, were physicians, recognized for ‘‘exceptional 
achievement in their chosen field.” 


COUNTY SOCIETIES 


The first fall meeting of the Shawnee County 
Medical Society was held at the organization’s office 
building on September 2. An attorney, Mr. Charles 
Fisher, Topeka, discussed ‘Current Trends in Mal- 
practice Cases.”” 


Members of the Wyandotte County Society met 
at the Town House Hotel, Kansas City, on September 
16. Dr. Harold Schnaper, of the Veterans Adminis- 
tration Hospital, Washington, D. C., spoke on “Hy- 
pertension.” 


A meeting of the Golden Belt Medical Society 
was held at Irwin U. S. Army Hospital, Fort Riley, 
on October 9 with Col. Milford T. Kubin, M.C., as 
host. A tour of the hospital started the day's pro- 
gram, after which the staff presented a discussion 
on gastric lesions. Dinner at the Rimrock Room con- 
cluded the event. 


Dr. A. A. Fink, Topeka, was speaker at a meeting 
of the Marshall County Society held at Marysville 
recently. His subject was blood diseases. 


Research Grant to K.U. 


Seven contracts totalling $256,986 for research on 
improved methods of testing possible anticancer 
agents and for related work were announced in Sep- 
tember by the Public Health Service. Included was a 
grant of $18,128 to the University of Kansas, Law- 
rence, for maintaining a nucleus colony of inbred 
mice. This will be a reserve colony so that breeding 
and experimental mice will always be available. 

The contracts will be administered by the Can- 
cer Chemotherapy National Service Center at the 
National Cancer Institute, Bethesda, Maryland. 


Cancer, the second leading cause of death in this 
country, will strike an estimated one out of every 
four Americans now alive unless new preventive 
measures are found, according to the publication 
Patterns of Disease prepared by Parke, Davis and 
Company for the medical profession. 

For a man, chances of developing the disease are 
one in five, declining after the age 50; and of dying 
from it, one in eight, declining after the age of 55, 
says Patterns. For a woman, chances of being hit 
by cancer are one in four, declining after 30; and 
of dying from it, one in seven, declining after 35. 
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Economics in Medicine 


FLOYD F. WEHRENBERG, Kansas City 


After you have established a standard fee schedule 
and procedures for explaining those fees to your pa- 
tients, your next thought will be of your credit poli- 
cies. It is important that the patient be informed of 
your charges; it is equally important that you be in- 
formed of his paying ability and habits. 

Setting up standard policies for the extension of 
credit will be of further convenience to you since 
you can then honestly say to your patients that ‘It is 
the policy of our office. . . .” This tells Mr. Jones 
that he is being treated on the same basis as other 
patients and those requests you make of him will not 
seem to be discriminatory. 


Rating Patients 


Obviously, the best way to keep your collections 
high is to avoid letting any account become delin- 
quent. It is well known that there are many patients 
who will always take care of their accounts promptly. 
However, there are those who need encouragement 
and others you know who will shirk their responsi- 
bility if you permit it. 

To be certain that each patient is treated properly, 
it is imperative that you know in advance of extend- 
ing credit what his paying habits are. For this reason 
we recommend obtaining credit reports on all patients 
as soon as it is established that they will be perma- 
nent patients or before any major service is rendered. 
From the information in the report you can classify 
the patient as having “A,” “B,” or “C’’ rating. Both 
his financial card and case history should be marked 
accordingly. The history is always pulled when the 
patient comes into the office so this will give your 
assistant the information in advance of his arriving 
or at least of his departure. And of course you want 
all financial information on his account card. Since 
a rating seldom changes, the cards will have to be 
marked only once in most cases. 

An “A” rating would mean that the patient could 
be extended unlimited credit (within reason) without 
concern about his paying. A ‘‘B” informs your assist- 
ant that arrangements for paying should be worked 
out with the patient on any major item and that he 
should be encouraged to pay all charges as he goes 
along. A ‘'C” would warn you that the patient must 
be kept on a current basis. 

Assume that the “A” patient has just received serv- 


_Mr. Wehrenberg is Missouri-Kansas Manager, Profes- 
sional Management Midwest, 4010 Washington Street, 
Kansas City, Missouri. 


Effective Credit Policies 


ice and presents the charge slip to your assistant. She 
thanks him politely and, if he asks about paying, she 
of course replies that she will be glad to accept pay- 
ment at that time. (She never indicates she doesn’t 
care or suggests he wait.) However, if he says nothing 
about paying, neither need she because she is confi- 
dent he will take care of it at the end of the month. 

When the “B” patient presents his charge slip, your 
secretary says, ““Thank you, Mr. Jones. The charge is 
$10. Would you like to take care of it today?” If he 
says no, then her reply is, “If you prefer to wait 
until the end of the month, that will be perfectly all 
right, Mr. Jones.” In this way she imputes to him a 
promise to pay at the end of the month. 

To the “'C’’ patient your secretary will say, “Thank 
you, Mr. Jones.” Then reaching for her receipt book 
she will add, “The charge is $10 for today.” This is a 
polite way of saying that she is expecting payment 
at that time. If he does not intend to pay, he will 
have to explain. She should then reply, “When do 
you want to take care of it, Mr. Jones?” If he says 
he'll pay next time or at the end of the month, your 
secretary has his promise. She will answer, “All right, 
Mr. Jones. I’ll note that on your card.”’ If she can do 
so in his presence, so much the better. He is thereby 
bound by his own words and he knows they have 
been written down. 

Your assistant should never miss the opportunity 
to say, “It is our policy. . . .” New patients should be 
informed that “It is our policy to send statements at 
the end of each month.” In making financial arrange- 
ments, it is well to say “It is our policy to make ad- 
vance arrangements for the convenience of our pa- 
tients.”” This lessens the likelihood of offending. 

If you deviate from standard procedure, let the 
patient know he is an exception. For instance, if he 
is given a longer time to pay than you ordinarily 
would give him, say “Under the circumstances, we 
will do so this time.” If he knows you are being 
lenient because you believe the reason is justified, 
he will be less likely to ignore his obligation or to 
tell others that you don’t have any policy for enforc- 
ing payment. 

Your credit policies should be aimed at educating 
patients to prompt paying habits. If your patients de- 
velop such habits, they will stand you and him in 
good stead even when economic conditions are un- 
favorable. Therefore, be certain that you set up 
effective credit procedures in your office and follow 
them faithfully. 
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Social Security 


The Physician’s Role in the Disability Pregram 


Doctors, hospitals, institutions, and agencies hav- 
ing contact with disabled people are frequently asked 
to fill out medical reports in connection with claims 
under the disability provisions of the social security 
law. Under these provisions, disabled workers 50 to 
65 years of age, and the disabled dependent sons 
and daughters of retired or deceased workers, may 
receive monthly disability payments. Disabled work- 
ers under age 50 may have their social security rec- 
ords “frozen.” This protects the future benefit rights 
of the disabled worker and his family. 

To qualify under these disability provisions, a 
person must be unable to engage in any substantial 
gainful activity by reason of a medically determinable 
physical or mental impairment which can be expected 
to result in death or to be of long-continued and 
indefinite duration. A disabled worker must, in addi- 
tion, have social security credits for work in at least 
five out of the ten years before he becomes disabled, 
including a year and a half out of the three years 
before his disability began. A disabled child must 
be both unmarried and dependent, and must have 
become disabled before his or her 18th birthday. 

Applications under the social security disability 
provisions are taken by the more than 570 social 
security district offices, located in communities all 
over the nation. The social security district office 
gives the disabled applicant information about his 
rights, helps him to fill out his application, and to 
get the proofs and documents he may need to sup- 
port that application. Under the law, the disabled 
person is responsible for furnishing, at his own ex- 
pense, the evidence to show that he is “‘disabled”’ 
within the meaning of the social security law. 

His social security district office gives him one or 
more copies of a medical report form on which this 
evidence can be supplied. He is asked to take or 
mail this form to his attending physician or to a 
hospital, institution, public or private agency where 
he has been treated for his disabling condition. This 
report form, designed as a guide for the reporting 
physician, lists the kind of medical facts essential for 
the determination of “disability.” However, the re- 
porting doctor is not required to use it; if he prefers, 
he may make his report in the form of a narrative 
summary or he may submit photocopies of the perti- 
nent medical records. The completed reports are to be 
returned by mail to the social security district office 
(or to a state agency, if indicated). 

By providing a full and objective clinical picture 
of his patient, the reporting doctor fulfills his re- 
sponsibility to his patient and, incidentally, expe- 


dites the decision. To be of maximum use for the 
evaluation of a patient’s capacity for work, the report 
should include a history of the impairment, the 
symptomatology, clinical findings and diagnosis. Ob- 
viously, the reporting physician has an important role 
in the operation of the social security disability pro- 
visions. He is not, however, asked to decide the issue 
of ‘‘disability.’” The determination as to whether a 
patient is “disabled” must be made within the scope 
of the social security law; often it is based on evi- 
dence from more than one medical source. Also the 
determination must take into account factors which 
are not purely medical—factors such as education, 
training, and work experience. 

After the applicant has filed his claim under the 
disability provisions, and furnished the supporting 
evidence, his case report is forwarded by his social 
security district office to an agency of his state— 
usually the state vocational rehabilitation agency. 
Under agreements between the individual states and 
the federal government, these state agencies make 
the disability determinations for their own residents. 

In the state of Kansas, the agreement with the 
federal government provides for the Kansas State 
Board of Vocational Rehabilitation to make these 
disability determinations. 

The evaluation of disability is made by a “review 
team” in the state agency. There are at least two pro- 
fessional people on each team. One of the two is a 
doctor of medicine (often a practicing physician who 
serves with the state agency on a part-time basis) ; 
the other is trained in evaluating the personal and 
vocational aspects of disability. The team must decide 
whether the applicant is sufficiently disabled to pre- 
vent him from engaging in any substantial gainful 
activity within the foreseeable future. 

In many cases it is necessary to write back to the 
reporting physician because the medical report does 
not contain enough clinical facts. As a rule, the 
kinds of medical facts that the attending physician 
needs in making his diagnosis and in treating his 
patient are the same as those required to evaluate the 
severity of impairments in disability programs. How- 
ever, certain medical facts are more highly significant 
in disability evaluation than in medical management 
of the case. To evaluate the effect of the impairment 
on the individual’s ability to work requires the kind 
of medical evidence that confirms the diagnosis and 
measures remaining functional capacities of mind and 
body. By furnishing complete and objective evidence, 
the reporting physician makes it unnecessary for the 
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reviewing physician to “write back” for additional 
clinical or laboratory data. 

If the medical evidence initially submitted indicates 
a reasonable likelihood that the applicant is disabled, 
but more precise clinical or laboratory findings are 
needed to arrive at a sound decision, or to resolve 
conflicts in the evidence, a consultative examination 
(usually at the specialist level) may be ordered to 
obtain additional information. Selection of consult- 
ing physicians and payment of fees are governed by 
state practices. 

Some doctors feel that they should be reimbursed 
by the government for the cost of preparing the med- 
ical reports on their patients, and it is, of course, 
quite within their prerogative to charge the patient 
a fee for that service. However, under the law, the 
Social Security Administration cannot pay that fee; 
that is the individual’s responsibility. 


Evaluation of Disability 


The central purpose of disability evaluation is to 
determine remaining mental and physical capacities: 
(1) what the claimant has left, and (2) what he 
can do with what he has left. 

A realistic evaluation of disability must be based 
on clinical and laboratory tests of the individual’s 
ability to meet the metabolic demands of activity, to 
reason, to perceive, and to perform certain basic 
activities such as sitting, standing, bending and walk- 
ing. When incapacity results from severe impairment 
of one or more such functions, it is essential to estab- 
lish not only the fact that functional impairment 
exists, but also its extent. 

A brief discussion of disability from heart disease 
may serve to illustrate the kind of evidence needed 
to measure the patient's remaining functional capac- 
ity, after appropriate therapy. Most frequently, im- 
pairments of the circulatory system produce loss of 
bodily function by reduction of cardiac reserve, or 
interference with peripheral vascular circulation. As 
a result the circulatory apparatus cannot meet effec- 
tively the metabolic demands placed upon it. The 
diagnosis of the condition usually reflects whether 
the impairment is caused by valvular disease, myo- 
cardial damage or vascular pathology. 

Cardiac size by x-ray or physical and electrocardio- 
gtaphic findings furnish objective proof of cardiac 
pathology. The amount of dyspnea or angina de- 
scribed in terms of the number of steps that can be 
mounted or distance in feet ‘or blocks that the pa- 
tient can walk is highly significant to evaluation of 
the degree of loss of function. The presence or ab- 
sence of cardiac edema and response to therapy are 
also indicative of severity of cardiovascular impair- 
ments. The status of the pulse in the peripheral ves- 
sels may provide gross clinical evidence of impaired 
circulation of the extremities. 


Impairments of the cardiovascular system may man- 
ifest themselves with dramatic suddenness, e.g., myo- 
cardial infarction, obstruction of vessels in peripheral 
or central nervous system circulation, lungs, and 
other visceral organs. The initial clinical manifesta- 
tions are severe and the prognosis dubious. With sur- 
vival from the acute stage, and appropriate therapy, 
substantial improvement can be expected over a 
period of time. A realistic evaluation of remaining 
function should be made after the convalescent 
period. Hence, the clinical and laboratory findings 
after maximum improvement from treatment are par- 
ticularly valuable in making a determination of re- 
maining cardiac, brain or other function. (Note that 
a ‘“‘waiting period,” is prescribed by law, i.e., the first 
monthly disability insurance benefit cannot be paid 
until the seventh month after the onset of the dis- 
ability.) A description of the acute attack helps con- 
firm the diagnosis and should therefore be included in 
the report. 

Loss of function is evaluated on the basis of clin- 
ical and laboratory findings after maximum benefit 
from treatment. Clinical information concerning na- 
ture and response to treatment furnishes information 
on stability of functional capacity, i.e., a history of 
periodic decompensated heart disease, in spite of 
treatment, would indicate a comparatively severe 
condition. 

More complicated tests of vascular function may 
be required in certain cases, e.g., arteriography. The 
reporting physician should not be concerned because 
he may not have equipment to perform these tests. 
A carefully performed exercise tolerance test (if not 
medically contraindicated) will almost always pro- 
vide the clinical evidence needed to evaluate the 
degree of remaining function. 


Conclusion 


In developing evaluation guides for the use of 
state agencies and its own technical and professional 
personnel, the Social Security Administration has had 
the continuing cooperation of a Medical Advisory 
Committee appointed by Commissioner Schottland, in 
February 1955. The committee is composed of rec- 
ognized specialists associated with medical and allied 
professions in various fields outside government, such 
as general practice, research, medical education, in- 
dustry, and labor. 

The American Medical Association has cooperated 
with the Social Security Administration by informing 
its members about the medical aspects of the disabil- 
ity program, especially the preparation of medical 
reports. On June 1, 1957, the Journal of the Amer- 
ican Medical Association carried a comprehensive 
report on the administration and organization of the 
disability provisions. Regulations on the meaning of 
disability appeared in the September 28, 1957, issue. 
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BCG 


After 35 Years—A Disaster or a Triumph? 


FRANCIS M. IKEZAKI, M.D., Honolulu 


Purpose 


Approximately 35 years have passed since the first 
BCG vaccine was administered. BCG has been ad- 
ministered to 145,000,000 people. Yet it remains a 
controversial topic in tuberculosis control. 

BCG provides a close similarity with another con- 
troversial topic in disease control of today, the “Salk 
vaccine.” Here again we are dealing with living, “at- 
tenuated” organisms for disease control. We review 
the history of BCG with the hope that it may help 
to avoid similar errors in our present practice of med- 
icine. 

History 


Tuberculosis was once unquestionably the greatest 
single cause of disease and death in the western 
world.!7 Five outstanding discoveries recorded in 
medical history have greatly increased our knowledge 
of tuberculosis.® 

1. The demonstration by Auenbrugger in 1761 of 
a method of percussion by which the comparative 
densities of subadjacent parts could be determined. 

2. The stethoscope described by Laennec in his 
book published in 1819. 

3. The identification of the tubercle bacillus by 
Koch in 1882. 

4. The demonstration of Koch’s phenomenon in 
which the presence of this germ in the body caused 
the tissues to become sensitized, and the subsequent 
use of the tuberculin skin test in detecting infected 
individuals. 

5. The discovery of x-ray by Roentgen in 1859. 

Increased knowledge of tuberculosis gave impetus 
toward control of this disease. Since the discovery of 
tubercle bacilli by Koch, specific immunizations 
against tuberculosis have been repeatedly attempted.** 
All methods were discarded with the exception of 
BCG. 

The bacillus of Calmette and Guerin (BCG) was 
isolated in 1902 by Nocard?3: 37 from a tuberculous 
mastitis in a heifer. One ten-thousandth of a milli- 
gram of this virulent culture of bovine tubercle bacilli 
killed a guinea pig weighing 400 grams in 60 days. 


This is one of 11 theses, written by fourth year students 
at the University of Kansas School of Medicine, selected for 
publication by the Editorial Board from a group judged 
to be the best by the faculty at the school. Dr. Ikezaki is 
now serving his internship at Queen’s Hospital, Honolulu, 
Hawaii. 


Beginning in 1908, Calmette and Guerin at the Pas- 
teur Institute of Lille, France, transplanted this cul- 
ture on artificial media. 

Calmette?3. 3°, 37 planted a strain of this bovine 
tubercle bacillus on ox-bile-potato media. It was noted 
at that time that beef bile acted like soap, wetting 
the surface of the bacilli and making it possible to 
dissociate the organisms into almost single units. 
After this strain had been transplanted 230 times, 
the bacilli were avirulent but were still capable of 
sensitizing to tuberculo-protein the tissues of the 
animal into which they were introduced. After the 
first few transplants there was an increase in virulence. 
The development of this avirulent strain took 13 years. 
This strain became innocuous for calves and later 
lost its virulence for monkeys, and, after five years, 
for all laboratory animals. 

The bringing about of this process may be at- 
tributed to mass mutation due to the presence of 
bile. Another possibility is that bile may have in- 
hibited virulent organisms but allowed attenuated 
ones to grow, much the same as is suspected in the 
case of the addition of INH to growing cultures of 
tuberculosis.37 

At this stage of development Calmette declared 
that it was a “virus fixe’ and gave it the name 
“BCG” (Bacille Calmette-Guerin) .23 Experiments 
were begun in protection of animals, Guerin apply- 
ing himself especially to cattle. By 1922 the results 
had been so uniformly successful that Weill-Halle 
ventured to give vaccine to infants. 

BCG was first given by Calmette®> per os in a tea- 
spoonful of milk. The first dose was given within 
24 hours after birth with two more doses 48 hours 
apart. Each dose contained 400,000,000 bacilli. This 
first vaccination was used a few days after delivery 
on an infant whose mother died of tuberculosis and 
who was reared by a grandmother who had an 
active case of tuberculosis. 

Two early events that occurred in regard to BCG*4 
led to a reluctance of physicians to accept the vaccine, 
especially in the United States. 

In 1927 Petroff?® shook the over-enthusiastic con- 
fidence in the new BCG vaccine by claiming that it 
was possible to dissociate a virulent type of colony. 
Petroff and his associates** dissociated BCG into 
rough and smooth strains and claimed that the smooth 
strain had the ability at times to produce progressive 
disease in animals. It is not possible by colony mor- 
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phology to differentiate unequivocally virulent from 
attenuated strains of the tubercle bacillus.3* 

Following increasing antagonism to BCG came 
the disaster in Lubeck, Germany, in 1930 3: 87 which 
caused the entire suspension of this vaccine in some 
countries. 

On December 9, 1929 18: 26, 32, 87 a child was sup- 
posedly vaccinated with BCG, and on December 30 
a second child received the same dose of these organ- 
isms. This was the beginning of a project in which 
half of the newborn children were to be vaccinated. 
The child who received his first dose on December 
9, 1929, developed tuberculous cervical adenitis 
which was thought to be on a congenital basis. The 
child to whom the material was administered on 
December 30, 1929, remained in good health. The 
vaccine was thought to be entirely safe, and the proj- 
ect was begun. Between February 28 and April 28, 
1930, about one-half (approximately 250) of all 
babies born in Lubeck received the usual doses of 
BCG by mouth during the first ten days of their 
lives. 

Myers*? writes, ““A child died on April 17 who had 
been vaccinated only one month before. On April 
20, 1930, a second child died and since the disease 
was most extensive in the lungs, and the vaccine 
had been administered orally it was assumed that it 
could not have been responsible and that the infection 
had probably occurred through the respiratory tract 
from exposure to the tuberculous mother. On April 
25 and 26 two more children died, whereupon the 
vaccination project was immediately stopped. These 
supposedly vaccinated children continued to die 
until a total of 75 was reached on January 29, 1931. 
A number of others were definitely ill from tubercu- 
losis.” 

Myers continues, “The vaccine was kept in a labo- 
ratory where there were also cultures of virulent 
strains of tubercle bacilli. Unfortunately, as soon 
as it was found that children were falling ill and 
dying, the physician in charge of the laboratory had 
all the cultures destroyed in order to prevent any 
possible use of this material. Thus it was impossible 
to study the organisms in the containers from which 
the children were vaccinated. However, organisms 
obtained at postmortem from the children dead 
from the vaccination revealed in most of them viru- 
lent bacilli thought to be the human type. From this 
it was deduced that either the original vaccine had 
been contaminated with virulent organisms or at least 
some of the children had received inoculations from 
other containers. . . .” 

The trial of Doctors Altstaedt, Deycke, Klotz and 
Nurse Schutze began on October 12, 1931.1® They 
wete charged with responsibility for the deaths or 
bodily injury of infants who had been fed BCG. 
During Dr. Altstaedt’s hearing he stated that he was 


461 


still convinced of the harmlessness of BCG. He there- 
fore officially recommended the feeding of BCG in 
Lubeck and saw no reason why he should not do 
this. He enlisted the assistance of Dr. Deycke, who 
assumed responsibility for obtaining a culture from 
Paris and by culture could supply the necessary emul- 
sions. He was assisted by Dr. Klotz and Dr. Jan- 
nasch. 

The prosecution charged that these workers paid 
no attention to reports in the literature warning 
against the feeding of BCG. In addition, the prosecu- 
tion charged that Dr. Altstaedt failed to heed the 
Reich regulations of 1911 in regard to the use of 
vaccines and drugs. 

It was assumed that Dr. Altstaedt was aware that 
for emulsions for the feeding of infants, cultures 
were also used which, contrary to the recommenda- 
tions of Calmette, had been cultured on Hohne egg 
medium, which is supposed to increase the virulence 
of the cultures. 

Dr. Altstaedt tried to show that recent literature 
supported his assumption that BCG was harmless and 
no longer supported the position taken by the Health 
Department of the Reich in 1927. He referred to the 
work of Lignieres, Lange, Berger, Heimbeck, Tzech- 
nowitzer, Mehlis, and Buschmann. Buschmann had 
fed 205 infants with BCG with encouraging results. 

Dr. Deycke was next heard. He was accused of 
having wanted to carry out experiments in Lubeck 
using human tubercle bacilli. This he sharply denied. 
Dr. Deycke stated, “In 1929 I was firmly convinced 
that the Calmette procedure was not only non-in- 
jurious but also useful. In the time since the Lubeck 
catastrophe I have come to realize on the basis of my 
own work and that of other investigators, particularly 
Petroff, that BCG-vaccine is not harmless.” 

He stated that he deeply regretted the misfortune 
which he found hard to bear after having devoted 
30 years of work to the problem of tuberculosis 
control. He pointed out that not less than 208 authors 
had expressed themselves in favor of the immunizing 
effect of BCG. He attributed the catastrophe to a 
spontaneous increase in virulence of the BCG. He 
did not think a mistake in the cultures used or con- 
tamination had occurred in his laboratory. He had a 
long argument with Professor Ludwig Lange re- 
garding the finding of human bacilli in the vaccine 
material. 

Professor Klotz admitted that in the articles which 
he published in Medizinische Welt in May and June, 
1930, he made serious errors especially in regard to 
figures published. 

Professor Schurmann demonstrated the pathologic 
anatomy of tuberculosis and its variable form in the 
53 children on whom he had performed autopsies. 
In 97.9 per cent of cases of feeding-tuberculosis 
which could be demonstrated almost exclusively in 
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the cadavers, the primary complex of the infection 
was found in the small intestine, in 75.5 per cent 
in the neck region as well, in 17 per cent also in the 
middle of the digestive canal or in the region of the 
esophagus, in 17 per cent also in the lungs. There 
were nearly always multiple primary infections. The 
cause of death in the great majority of cases was 
specific meningitis. On April 26, 1930, the autopsy 
findings in a child fed with BCG were demonstrated 
and showed the damaging effect of the inoculation 
material. The difference of opinion among physicians 
in regard to the effect of BCG did not make the best 
impression on the lay public. 

In spite of great efforts on the part of all concerned 
to throw light into the darkness of the Lubeck castas- 
trophe, little progress was made. No light was shed 
on the question of possible contamination of cultures 
in the laboratory. It became apparent that the puzzle 
never would be solved completely. 

Dr. Altstaedt was convinced that the Lubeck vac- 
cination material had been contaminated. 

Kolle stated that since the effectiveness of the 
substance had not been demonstrated, it should not 
have been used for protective-feeding. That the use 
of hematin medium for culture purposes in Lubeck 
had caused a change in virulence was denied. Others 
rejected the idea of “virus fixe” but saw latent danger 
in BCG because of the possibility that for unknown 
reasons the bacillus could again become virulent. 

In regard to the question as to whether BCG is 
harmless or injurious, no agreement could be reached. 

Lange and Hahn! reported that the virulent bacilli 
found in the emulsion was identical with a human 
virulent strain which was obtained from Kiel at that 
time and which had been used in the laboratory for 
the preparation of partigen. They assumed, there- 
fore, that contamination of the emulsion had taken 
place. The Kiel strain had in common with autopsy 
material cultures a peculiar growth on liquid media 
and a peculiar green coloration of a chloroform ex- 
tract of the medium. It was brought out, however, that 
Professor Schurmann at that time was given the 
wrong autopsy material in one case. This confused 
the issue except to emphasize the negligent manner 
in which the pathologic institute of the hospital was 
run. 

After 75 days of court session the verdict was 
read. The sentences were two years imprisonment 
for Professor Deycke and 15 months imprisonment 
for Dr. Altstaedt. Dr. Klotz and Nurse Schutze were 
found not guilty. The court decided that contami- 
nation of the vaccination material must have occurred 
in the Deycke laboratory although a spontaneous 
change in virulence of BCG was thought to be theo- 
retically possible. In support of this assumption were 


findings that demonstrated identity between the in- 
jurious bacilli and the Kiel strain. 

Dr. Deycke, who had specialized experience in 
the study of tubercle bacilli for many years, was found 
guilty of the death of 68 children and the bodily 
injury of 131 additional children by carelessly dis- 
tributing his vaccine material. 

Dr. Altstaedt was found guilty in the same way 
because he had been responsible for preparation of 
the vaccine material and for its use. Failure to carry 
out animal experiments was also considered negligent, 
whether or not Calmette prescribed it. It was held 
that continuous controlled animal experiments should 
have been carried out so that contaminated vaccine 
material would be discovered before it was fed to 
infants. 

The nurse was freed because it could not be proved 
that she had committed an error in technic. Dr. Klotz 
was considered not guilty in the Griese case because 
it was held that missed diagnoses are not punishable 
since they cannot be avoided in many cases. 

However, the mystery remains. Events of this 
kind cannot be judged according to the articles of 
the penal code and belong to the realm of destiny. 

Costantini!? writes, “For four months the most dif- 
ficult scientific problems which have been studied 
for decades by thousands of scientists all over the 
world were argued before a tribunal of laymen who 
were forced to decide in their ignorance on problems 
which science has not as yet solved, including bac- 
terial mutations, culture media, allergic phenomena, 
anaphylaxis and immunity. The laymen had to de- 
cide whether spontaneous return of the Calmette 
vaccine to its orginal virulence is theoretically pos- 
sible, whether such an event could be ruled out in 
the happenings of Lubeck.” 

He continues, ‘‘However, it is necessary to draw 
useful teachings from this error. Vaccination against 
tuberculosis is a problem of greatest importance but 
vaccination with living bacilli although attenuated 
in character is a delicate problem and the results 
should be evaluated carefully in order to avoid errors. 
The system musi be perfected.” 

In leaving this historical aspect of the development 
of BCG and the Lubeck disaster, it may be of interest 
to recall what Calmette himself had reported in 1932. 
He stated® that BCG is administered orally in infants 
because of the great permeability of children’s in- 
testinal mucosa. Subcutaneous vaccination is preferred 
only for older children and adults. At the Pasteur 
Institute about 423,000 vaccinations were made in 
newly-born infants over a period of eight years. 
“There was a surprising decrease in fatalities during 
the first five years of life which were due to meningitis 
or other forms of tuberculosis.’ Calmette assumes, 
on the basis of various experimental work of other 
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writers, that in addition to a specific immunity, there 
was a ‘‘paraspecific’” immunization in his inoculations. 


Discussion 


Controversies in regard to the value of this vaccine 
are many. The literature is alive with continual 
Opposition among two schools of thought, one group 
maintaining that the BCG vaccine is a detriment to 
tuberculosis control and the opposing group praising 
its high value. 

Myers*! feels that if BCG were highly efficacious, 
an abundance of convincing proof should be avail- 
able after more than a quarter of a century of use 
and vaccination of many millions of people. It should 
not be controversial now. In nations where it has 
been most extensively used he has found no evidence 
of its effectiveness on tuberculosis mortality and 
morbidity. Greater reductions in these rates have 
occurred in parts cf the world where BCG has not 
been introduced. 

Myers*? is not convinced that BCG is a factor in 
the decline in tuberculosis mortality in some cities 
where BCG has been used among children, his reason 
being that greater declines have occurred during the 
same time in cities such as New York where vaccine 
or BCG has not been used. 

Hayes”? likewise feels that to date the evidence 
in its favor has not been sufficiently convincing to 
justify its general use, although BCG has been admin- 
istered to 10,000,000 persons during the last two or 
three decades. 

Favorable results obtained in the use of BCG have 
been reported by many. The first child to be vacci- 
nated with BCG had no ill effects. Pottenger®® notes 
that despite the evident exposure of the child to en- 
vironmental infection, no harm came to him. 

In the British Isles, according to Malmros,?® of 
22,413 BCG-vaccinated persons during the period 
1942-1947, only one developed tuberculosis pleuritis. 
This subject was tuberculin negative in spite of two 
BCG vaccinations. 

Another favorable control program headed by 
General C. F. Sams*® was inaugurated by the supreme 
command of the allied powers in Japan. As a part 
of that program approximately 31,000,000 persons 
had received BCG immunization up to May, 1949. 
The control program has resulted in a reduction in 
the mean annual death rate from 280 per 100,000 
population in 1945 to 181.1 in 1948. Analysis of 
the death by age group indicates that the entire re- 
duction has appeared in the age group immunized 
with BCG. The death rate in non-immunized groups 
has not been appreciably reduced during this period. 
Within the immunized groups the mortality has been 
reduced by 88 per cent. 

BCG vaccination of a rapidly increasing population 


of negative tuberculin reactors, intimately exposed to 
tuberculous infection, has become an_ established 
public health measure in Norway, Sweden, and Den- 
mark since 1926. Birkhaug® states that this interest 
in BCG vaccination has in no way been allowed to 
interfere with established anti-tuberculosis measures, 
such as tuberculin surveys and mass x-ray examina- 
tion for detection of tuberculous disease and con- 
trolled isolation and treatment of open cases of tuber- 
culosis, in order to prevent the dissemination of 
tubercle bacilli. These vigilant measures have resulted 
in reducing tuberculosis mortality in Scandinavia 
from more than 250 per 100,000 population in 1900 
to fewer than 70 in 1944. A proportional decrease 
in tuberculosis morbidity, however, has not been 
observed. 

From an occupational standpoint nurses have close 
contact with tuberculous patients. In a four-year 
study?* of 2,085 nurses who were enrolled in five 
schools of nursing the annual incidence of pulmonary 
tuberculosis was 6.7 per thousand. It was also shown 
that incidence of pulmonary tuberculosis among 
nurses with a negative tuberculin reaction on ad- 
mission to school was six times that of nurses who 
reacted to tuberculin on admission. 

Nurses were vaccinated with BCG and after one 
month were assigned to tuberculosis wards. Those 
not vaccinated were not assigned to tuberculosis wards 
and served as controls. Of 142 vaccinated nurses, 
none developed pulmonary tuberculosis during the 
period of observation. In 199 unvaccinated controls 
three nurses developed tuberculosis. Scandinavian 
work!° suggests that a strong local reaction to BCG 
is correlated with a high resistance to subsequent 
superinfection with the human tubercle bacilli.18 

Medlar*°: 41 points out the difficulties of assessing 
the value of vaccination with BCG in experimental 
animals under controlled conditions. This emphasizes 
the greater difficulties encountered in man because 
of the existence of uncontrolled and uncontrollable 
conditions. 

In the United States, according to Pope and Chad- 
wick,® two mass procedures unquestionably con- 
tributed to the control of tuberculosis during the 
period 1942-1945: the almost complete elimination 
of tuberculosis in dairy cattle and the widespread 
pasteurization of milk. 

The efficacy of BCG for cattle has been omitted 
from the discussion up to this point. However, it 
was stated above that the rapid elimination of tuber- 
culosis in dairy cattle in the United States contributed 
unquestionably to tuberculosis control. This was 
brought about without the use of BCG; thus veter- 
inarians of the United States believe that BCG is un- 
necessary in control of tuberculosis in dairy cows. 

Myers*? cites the work of Dr. E. C. Shroeder of 
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the United States Bureau of Animal Industry who 
conducted experiments on BCG. Shroeder reported: 
“A number of persons seem to entertain the mistaken 
idea that the treatment of all dairy cows with BCG 
vaccine would at once eliminate the danger from 
tubercle bacilli in the raw milk of tuberculous dairy 
cattle. They should take into account that the vaccine 
does not cure tuberculosis, that it does not kill tubercle 
bacilli in the bodies of infected animals, that it does 
not prevent tuberculous animals from disseminating 
tubercle bacilli, that it does not prevent the develop- 
ment of tuberculous disease, that it does not prevent 
the animals from becoming infected with virulent 
tubercle bacilli, but that it does interfere with the 
tuberculin test to distinguish between safe and tuber- 
culous animals.” 

Holms, according to Myers,®? has the opinion that 
tubercle bacilli in milk have served as vaccination 
against tuberculosis in human beings. Because of 
the control of tuberculous cattle this ‘immunizing 
agent” is being taken away from children, and he 
brings forth the idea that a substitute must be found 
in BGG. 

However, there are problems in application of the 
vaccination. Cummins!* and Birkhaug’ argue that 
BCG vaccine is impossible to guarantee as conforming 
to certain rules for standardization; it is a living 
vaccine and thus not permanently “countable” like 
the dead vaccines we permit. 

The method of introducing vaccine is also con- 
sidered. Oral vaccination is uncertain in its effect and 
no longer recommended.” Subcutaneous injections 
produce too high a proportion of abscesses both lo- 
cally and in the regional lymph glands. Intracutaneous 
injection is better, and the percutaneous method has 
been widely applied. 

Vorwald, Dworski, Pratt, and Delahant*® have 
shown that BCG organisms may remain viable for at 
least 18 months in tissues of the guinea pig after 
they are injected intracutaneously. They point out 
that the chance of a spontaneous enhancement of 
virulence of BCG is still a possibility. 

In this connection Jensen*? has pointed out that 
the virulence of BCG changes and if the strain be- 
comes too virulent, abscesses develop with alarming 
effects among those who receive it. On the other 
hand, virulence has been found to decline so that it 
does not even produce allergy. 

Stone and Dufault** have also questioned the safety 
of the procedure, but no instance of virulent infection 
caused by the attenuated vaccine has ever been proved. 

Myers*? adds that although the statement is fre- 
quently made that BCG is harmless and that no 
case has been reported in which it has acquired vir- 
ulence in man, there is a scarcity of evidence in the 
literature to support this statement. The number of 
lesions removed for biopsy or necropsy from vaccinat- 
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ed persons who have fallen ill or died from tuber- 
culosis to determine this point is almost nil. In addi- 
tion it is humanly impossible to determine this point. 

However, in 1955, four fatal cases of supposedly 
progressive tuberculosis developed in three children 
and one young adult who had been vaccinated with 
BCG.** In all cases tuberculosis bacilli were isolated 
which did not produce progressive disease in guinea 
pig. Peterson** states that in these cases there can be 
no doubt that the BCG vaccine itself produced a 
progressive infection and this infection went on to a 
fatal termination in each case. However, these exam- 
ples do not represent reversion to a virulent state, but 
a lack of host capacity to respond to the organism and 
therefore a progressive infection in spite of the fact 
that the vaccine is a relatively avirulent vaccine. Mod- 
ern studies in agammaglobulinemia suggest that these 
patients were examples of this disturbance or an 
equivalent state in which they are unable to develop 
any of the resistance mechanism to infection with 
tubercle bacilli. 

Collinson! reports ten cases of development of 
untoward local reactions following vaccination with 
BCG. In these cases BCG caused an inflammatory 
reaction, eventual caseation, and abscess formation 
in both the inoculation site and the lymph nodes 
draining the area. These cases required surgical in- 
tervention. Histological sections microscopically re- 
veal collections of lymphocytes, epithelioid cells, 
and Langhan’s giant cells, with few areas of caseation, 
typical of tuberculous granuloma. 

In line with this discussion is the Lubeck disaster. 
Since Petroff’s alarming discovery that BCG might 
be capable of producing progressive disease was 
eventually discounted, the Lubeck disaster, in which 
75 infants out of 250 immunized died of general- 
ized tuberculosis within a few months, was attributed 
to contamination or replacement of BCG culture by 
virulent tubercle bacilli. Hence Kayne, Pagel, and 
O’Shaughnessy”® believe that BCG is completely safe 
for human beings. 

According to Dubos,!7 it was because of a mistake 
that the babies were vaccinated with enormous num- 
bers of living, virulent tubercle bacilli of the human 
type. Those babies that survived developed only 
minor lesions. When last observed 12 years later, 
the survivors were still free of tuberculosis. 

Hayes®? believes that the infants in the Lubeck 
catastrophe were fed the virulent Kiel strain of human 
type bacilli. Rosenthal, Blahd, and Leslie®® report 
that the BCG cultures used in vaccinating the Lubeck 
children were most probably contaminated by a human 
strain of virulent tubercle bacilli that Professor 


Deycke in Lubeck had received from Kiel prior to 
the Lubeck program. This was ascertained from the 
fact that cultures of the organisms from the children 
who died, as well as from a few of the vaccine 
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ampules salvaged, produced a phosphorescent green 
color on Sauton’s media. The Kiel strain produced 
the same discoloration, a phenomenon so rare that 
there could be little doubt as to the similarity of the 
cultures. In testing more than 200 virulent cultures 
from various sources, only two showed this discolor- 
ation. 

One of the primary reasons voiced against the use 
of BCG vaccination is that it deprives the physician 
and public health official of the most effective means 
of early tuberculosis diagnosis. Dubos!? believes that 
this would be of little consequence if vaccination 
gave promise of eradicating tuberculosis completely, 
but the vaccines now available are not sufficiently 
effective to justify such hope. Even when practiced 
under ideal conditions, however, vaccination never 
succeeds in completely preventing tuberculosis in the 
vaccinated group. Moreover, duration of immunity 
that it affords is still uncertain. 

Tuberculin?®: 24 is a substance used in a simple 
skin test that was evolved by Robert Koch in his 
search for a vaccine or specific which would assist 
in the cure of tuberculosis. It disappointed its dis- 
coverer in that particular, but it has developed into 
an invaluable aid in diagnosis. 

According to Pottenger,** BCG and _ heat-killed 
bacilli produce humoral antibodies and establish 
fixed cell sensitivity. This means, in case of reinfec- 
tion, an increased ability to localize the bacilli and 
heal the focus; in other words, immunity. 

However, a thought expressed by Myers? is that 
the tubercle bacillus is helpless in causing severe 
destruction of tissues or illnesses in the absence of 
allergy. Sensitivity of the tissues which results in the 
tuberculin reaction is the most important ally of the 
tubercle bacillus. 

The theory*+ that a positive tuberculin reaction 
predisposes to reinfections is not compatible with 
a belief in BCG vaccination. In contrast the theory 
that the development of a positive tuberculin reaction 
indicates some degree of resistance to reinfection does 
explain the belief that BCG vaccination results in 
increased resistance. 

Myers®? writes that when Calmette began his 
work on BCG, our knowledge of the dangers of 
sensitization of tissues to tuberculo-protein was mea- 
ger. Indeed, at that time most physicians still believed 
that a definite tuberculin reaction indicated immunity. 
Much excellent research has since been conducted 
on the subject of sensitization, which appears to 
have proved conclusively that sensitiveness of the 
tissues is a highly dangerous factor in the develop- 
ment of clinical tuberculosis. Moreover, it has been 
shown that sensitization is independent of immunity, 
that one may develop in the absence of the other and 
that the tuberculin test is not a test for immunity 
but only for sensitivity. : 
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An important note in BCG efficacy is added by 
Myers: “Despite the fact that allergy to tuberculo- 
protein has not been proved to indicate the presence 
of immunity, it is the production of such allergy by 
BCG and its identification by the tuberculin reaction 
that is now used as the criterion of immunity.” 

According to Kayne, Pagel, and O’Shaughnessy,*° 
the allergic reaction is not specific. Organisms other 
than the tubercle bacillus (B. coli, leprosy bacilli, 
pneumococci, spirochetes) evoke hypersensitive re- 
action in a tuberculous animal. They cite the experi- 
ments of Shwartzman, Bordet, Freud, and Much who 
found that intradermal injection of certain tuberculin 
preparations in guinea pigs gave reactions with fil- 
trates of other bacteria when these were injected intra- 
venously. These “heteroallergic’’ reactions do not 
occur unless considerable amounts of foreign organ- 
isms are injected. They may be explained by the 
fact that some non-specific agents used have antigens 
in common with the tubercle bacillus. 

The above authors state that experiments by Pagel, 
Krehl, and Mathes showed that generalized tuber- 
culosis altered the body in such a way that the re- 
sponse to all sorts of irritating agents was modified, 
the tuberculous animal being usually more susceptible 
than the healthy animal. 

Kayne, Pagel, and O’Shaughnessy further point out 
that in tuberculous guinea pigs there is a suppression 
of the serum anaphylactic shock. The tuberculous 
foci, especially in the spleen and marrow, modify 
the formation of antibodies, and the animal responds 
as if it were not sensitized. Similarly, tuberculous 
animals cannot be infected with anthrax. All this has 
apparently nothing to do with specific tuberculosis 
allergy. The explanation is simply that the presence 
of foci in the organs alters the excretion of foreign 
material or toxin and the response to any supervening 
infection. In the same way tuberculosis may not de- 
velop or may be retarded after virulent infection in 
animals suffering from pasteurellosis or other diseases. 

In the light of present knowledge Calmette’s orig- 
inal premises seem unfounded. Myers*? points out 
that Calmette believed that the bovine type of tubercle 
bacillus had low virulence for man. Therefore, he 
used this organism in producing BCG. Recent work 
has shown that the original premise was in error. 
Calmette also believed that he had produced a “‘virus 
fixe” with reference to virulence. This premise was 
not true. At that time there was a general belief that 
satisfactory immunity developed in tuberculosis. How- 
ever, this premise was also in error, for a depend- 
able immunity does not develop even from the pres- 
ence of virulent tubercle bacilli in the human body. 

Calmette’s®> oral administration is based on the 
fact that during the early days of life bacteria pass 
through the mucous membrane of the intestinal 
tract. The dose is given soon after birth to avoid 
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the possibility of the child having become infected ; 
for, if infected, hypersensitivity might be developed 
and might cause the child to react violently. 

However, Rich*® points out the pertinent thought 
that the prophylactic administration of BCG, or 
vaccine made of killed tubercle bacilli, to mewborn 
infants, as has been widely practiced, means that 
antigens are being applied to subjects who, in the 
light of all available evidence, have far less power 
of reacting to immunizing antigens of all sorts than 
have individuals at any other period of life. This 
should be taken into consideration not only in re- 
gard to the question of the proper age period for 
immunization but also in drawing conclusions as to 
the immunizing power of these vaccines from results 
obtained in newborn infants. Used at a later period 
their efficacy would, in all probability, be much 
greater. 

Malmros?® states that the newborn become tuber- 
culin-positive after vaccination to the same extent as 
older children and adults, subsequently remaining 
positive for several years. 

Recently Wagner*® wrote, “The rationale of the 
use of BCG vaccine rests upon the observation, now 
clearly established both clinically and experimentally, 
that resistance to tuberculosis is acquired following 
a healed primary tuberculosis infection. In vaccination 
with BCG vaccine the objective is to substitute for 
the potentially hazardous and uncontrolled naturally 
acquired first infection with tuberculosis a benign 
infection which will convert the tuberculin reaction 
to positive and give some protection against sub- 
sequent infection.” 

Two of the best known “controlled observations,” 
that of Aronson and Palmer? and that of Levine,?5: 32 
will be presented. One observation gives favorable 
results for BCG; the other shows that BCG is of 
questionable value. 

Levine reported on a study which was undertaken 
in December, 1926, by the Bureau of Laboratories 
of the New York City Department of Health. The 
children in this project were from tuberculous families 
and with few exceptions were placed under obser- 
vation during the first five years of their lives. The 
study included 1,011 vaccinated cases and 1,073 
controls. 

It was observed during this study that there was a 
tendency to administer BCG to children of the more 
intelligent and cooperative parents who gave their 
children better care with reference to feeding, etc., 
and who followed all instructions more faithfully 
than non-cooperative parents. This routine was in 
effect until January 1, 1933, during which time 445 
children were vaccinated and 545 were observed as 
controls. 

The tuberculosis mortality for this period follows: 


Tuberculosis Tuberculosis 

Number Deaths Mortality 
Vaccinated Cases 445 5 0.68 per cent 
Controls 545 18 3.30 per cent 


However, on January 1, 1933, the method of 
selection was changed, so that alternate children 
were vaccinated. Under this new method of selection, 
566 children were vaccinated and 528 served as 
controls. The mortality rate for this period follows: 


Tuberculosis Tuberculosis 

Number Deaths Mortality 

Vaccinated Cases 566 8 1.4 per cent 
Controls 528 8 1.5 per cent 


Thus, by this method of selection, no significant 
difference in mortality between the vaccinated and 
unvaccinated children was demonstrated. No change 
in exposure, in racial distribution, in economic con- 
ditions, or in number of cases lost was found to 
account for the difference in figures between the 
groups selected by different methods. There was no 
reason to feel that the vaccine was less active, since 
the local lesions developed as rapidly and reached 
the same size in similar periods of time in both 
groups; and the tuberculin tests developed and re- 
sponded similarly. 

On the other hand, Aronson and Palmer’: 19 made 
an observation on North American Indians between 
one and 20 years of age. The vaccinated and control 
groups were equally exposed to subsequent infection. 
The results were as follows: 


Vaccinated Control 
Indians Group 


Total Number 1,551 1,457 
Tuberculosis Deaths 4 28 
Minimal Pulmonary Tuberculosis 8 20 
Moderately Advanced Pulmonary 

Tuberculosis and Extrapulmo- 

nary Tuberculosis 9 48 
Pleural Effusion 4 18 
Hilar Adenitis 19 99 
Parenchymatous Pulmonary Lesion 11 74 


In this study vaccination gave some degree of pro- 
tection against all types of lesions, but particularly 
against the more serious pulmonary and extra-pul- 
monary lesions. These results have been universally 
accepted as proof of the efficacy of vaccination for 
this racial group of known high susceptibility. A 
later report stated that there had been 55 deaths 
among the vaccinated, six of which were due to 
tuberculosis; there were 109 deaths among the con- 
trols, 53 due to tuberculosis. 

Aronson® writes that from his studies there are 
indications that the use of BCG vaccine is a practical 
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and safe procedure giving rise to definite protection 
against tuberculosis. 

Besides these two “controlled observations” there 
are other reports in the literature of today. 

DeFriez et al.,!5 in a voluntary program of BCG 
vaccination of nurses, found no evidence that BCG 
offered any significant protection to tuberculin-neg- 
ative student nurses. In contrast, Dannenbaum,!* in 
reporting on BCG vaccination of infants within the 
first ten days of life, concludes that BCG vaccination 
during the neonatal period provides considerable, 
if not absolute, protection against tuberculosis if 
such children are not exposed to the disease until 
after the Mantoux test has turned positive. In the same 
tone Bethoux,® reporting a study over a period of 
ten years in 300 infants of tuberculous parents, con- 
cludes that BCG vaccination reduces not only the 
tuberculosis mortality but also the general mortality 
of the infants. 

Dickie!® in a report of 16 families in which some 
children were vaccinated with BCG and others were 
not, and in which all had been exposed to a known 
source of infection, states that the protective value 
of BCG vaccination is striking, both when the source 
of infection is within the family (with the maximum 
risk for each child) and when it is outside. Similarly, 
Gernez-Rieux et al.,2! after vaccination of 15,000 
children with BCG, state that their study also con- 
firms the harmlessness and the great efficacy of vac- 
cination with BCG used by scarification. 

Abruzzi,” reporting on a survey of incidence among 
American medical students, reports that BCG rep- 
resents an additive weapon against tuberculosis, partic- 
ularly as this disease threatens the non-immune 
person when he encounters heavy tuberculous in- 
fection. 

Stilwell*? reported on a description of the technique 
of vaccination used and its results with respect to 
immediate changes in sensitivity to tuberculin. His 
group included student nurses, more than 90 per 
cent of whom reacted positively to tuberculin six 
weeks after vaccination. Lafay-Coletsos*? reported 
as follows on postvaccinal surveillance in infants 
vaccinated with BCG-S: At the sixth month, 158 
tests, 134 positive results or 84.8 per cent; at the 18th 
month, 63 tests, 37 positive results or 58.7 per cent. 

Bergqvist* made a study of attempting to heighten 
the effect of BCG vaccination with hyaluronidase. 
Because a larger local reaction is usually obtained 
when hyaluronidase is added, he feels that it is pos- 
sible that the new method of vaccination might bring 
about an improvement in regard to both degree and 
duration in the state of tuberculin hypersensitivity. 

Rosenthal®® feels that although some differences 
in the various strains of BCG vaccine exist, these 
differences are not significant. With the advent of 


freeze-dried form of BCG vaccine, it has become 
possible to completely standardize the vaccine before 
use; the viability, potency, and safety can be ascer- 
tained before it is distributed for human consumption. 

BCG has been given to millions of people through- 
out the world and with time we may be able to see 
its true effect upon the primary disease process. We 
may in the future see tuberculosis in an altered form. 

Orsini** reports an interesting case of a child vac- 
cinated at birth with BCG by scarification because 
the child’s mother had pulmonary tuberculosis prior 
to the delivery. At the time of the birth of the child 
she was cured perfectly. This child developed tuber- 
culous meningitis, but the mode of onset was peculiar 
in that there was an onset of convulsive state during 
apparent complete health with apyrexia for several 
days. In spite of the fact that treatment was given 
late, a cure was obtained. 

Irvine?® estimates that about 145 million BCG 
vaccinations have now been administered in the world. 
In the world literature there are four reports of 
persons who died as the result of BCG vaccination. 
He states that between 1940 and 1949 in England 
and Wales alone there were 43 deaths from smallpox 
vaccination. Keeping the above in mind, if one ac- 
cepts that BCG vaccine is reasonably safe and that 
the protection it produces, though not so complete 
as with smallpox vaccination or diphtheria inocu- 
lation, is worth while, why is it not advocated that 
everyone should be vaccinated? The reason is that, 
unlike antidiphtheria inoculation, BCG cannot be 
given to susceptible and immune alike. BCG vac- 
cination, he feels, in the uninfected person is like 
smallpox vaccination in slow motion; if BCG is 
given to someone who has already been infected, 
Koch’s phenomenon occurs. 

There is no evidence! that meets strict scientific 
requirements demonstrating that BCG effects control 
of tuberculosis despite the suggestive results of a 
few studies. 


Summary and Conclusion 


The literature on tuberculosis control with the use 
of BCG is discussed, and a brief account of the histor- 
ical Lubeck disaster is given. 

Starting with the work of Falk with tubercle 
bacilli and the isolation of the bovine tubercle bacilli 
by Nocard, many workers attempted to find an effec- 
tive immunizing agent. The result was the work by 
Calmette and Guerin who produced an avirulent 
bacillus, now commonly referred to as BCG. 

BCG was welcomed with great enthusiasm, but 
two events checked the spread of its use. These were 
Petroff’s work in dissociating the bacilli into a smooth 
and rough strain, and the Lubeck disaster which re- 
sulted in the death of 75 children. The use of BCG 
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still continued and the controversy around it still 
persists. 

Techniques of producing BCG and methods of 
evaluating it vary, depending on such seemingly 
irrelevant factors as country, state, medical school, 
and personal beliefs. There seems to be a similarity 
here to the Salk vaccine which is in its infancy now, 
relatively speaking. 
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BOOK REVIEWS 


An Introduction to the Study of Experimental 
Medicine. By Claude Bernard, translated hy Henry 
Copley Greene. Published by Dover Publications, 
New York City. 225 pages. Price $1.50. 


It would be wonderful if medical literature con- 
sisted only of scientific articles of primary importance 
and fundamental significance. Physicians could then 
keep abreast of the march of medicine without the 
necessity of subscribing to dozens of journals and 
wading through endless trash. Such a state of affairs 
would exist if all medical writers would study and 
accept the precepts of Claude Bernard, one of the 
founders of modern physiology and experimental 
medicine. 

It would be pleasant to be able to report that this 
classic work of one of the masters could be whole- 
heartedly recommended as a thoroughly satisfactory, 
instructive, and pleasant book. As a matter of fact 
the first 150 pages (parts one and two) deal with the 
philosophy of experimental reasoning and medical re- 
search in an excessively wordy and tedious manner. 
It is ponderous and repetitious, sounding a great deal 
like Plato’s Republic except that it is not so long, and 
is less entertaining in spite of the fact that it is more 
sensible. 

When one gets to part three the situation is quite 
different. In this final section the master illustrates 
the principles of scientific reasoning and experimental 
medicine with examples from his own works. Here 
he duly emphasizes the part that erroneous hypotheses 
and chance observations have played in his work. It 
is here that the author permits the reader to par- 
ticipate in his thought processes. 

It seems probable that the really good investigators 
realize their potentialities by ‘doing what comes 
naturally” and not by reading books like this, and 
probably fortunately so. On the other hand, most 
contributors to medical literature or most persons en- 
gaged in medical research do not “naturally” adhere 
to scientific principles in their work. If this group 
could be forced to follow the rigorously scientific 
precepts expounded at such great length in this book, 
medical literature would at one stroke be reduced to 
a reasonable volume, and improved immeasurably in 
quality. 

This book can be recommended to practicing phy- 
sicians with the understanding that part three con- 
tains the heart of the work—J.D.R. 


The Management of Childhood Asthma. By Fred- 
eric Speer, M.D. Published by Charles C Thomas, 
Springfield, Illinois. 116 pages. Price $4.75. 


“A surgeon repairing a hernia does not invite the 
family in to assist him. A physician dealing with an 
asthmatic child, however, must do just that, and his 
success depends very much on his ability to gain the 
confidence of the parents and enlist their cooperation. 
To gain their confidence he must understand how 
they feel about their child, and to enlist their co- 
operation he must educate them in the fundamentals 
of allergy and asthma. 

“Parents of allergic children regularly have the 
misconception that the solving of cases depends pri- 
marily on the performance of a long series of in- 
fallible skin tests. It is well to remind them that the 
practice of allergy is much like crime detection, and 
as the detective learns more from witnesses than from 
the ‘crime lab,’ the allergist learns more from the 
family than from skin tests.” 

These words by Dr. Speer so adequately express 
the theme of his manual that the reviewer felt obliged 
to quote them. Most parents of asthmatic children 
could understand this writing and would benefit by 
study of this work, and thus both the ill child and 
the responsible physician would be secondarily aided. 
In this fashion the text could be a useful therapeutic 
tool.—T.C.H. 


Physician’s Handbook. Tenth Edition. By Marcus 
A. Krupp, Norman ]. Sweet, Ernest Jawetz, and 
Charles D. Armstrong. Published by Lange Medical 
Publications, Los Altos, California. 488 pages. Price 
$3.00 (paperback). 


For nearly 20 years this handbook, now in its tenth 
edition, has been a favorite among medical students 
during their clinical clerkships as well as among in- 
ternes and residents. It is obviously not a book that 
was meant to be read straight through, but rather 
was intended as a reference manual. There are chap- 
ters on history taking and physical examination, neu- 
rologic diagnostic aids, examination of the heart, 
peripheral blood vessels, x-ray, electrocardiography, 
surgery, diet, vitamins, fluid and electrolyte balance, 
and so on until the 30th chapter on drugs and hor- 
mones. Textual material is telegraphic, and the book 
is dominated by tables. Illustrations are limited to line 
drawings. 

While the Physician's Handbook is obviously of 
primary interest to students and house officers, there 
is probably no physician who would not frequently 
find helpful material in it if he kept it handy and 
made a practice of referring to it—].D.R. 
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Handbook of Medical Treatment. Sixth Edition. By 
Milton J]. Chatton, Sheldon Margen, and Henry 
Brainerd. Published by Lange Medical Publications, 
Los Altos, California. 568 pages. Price $3.50. 


Following in the footsteps of its older brother, the 
Physician's Handbook, which emphasizes problems in 
medical diagnosis, this handbook on medical treat- 
ment was designed to serve as a guide to medical 
students and physicians in the treatment of their pa- 
tients after a diagnosis has been established or in the 
symptomatic and supportive treatment of patients 
who are undergoing diagnostic workups. There are 
23 chapters covering general aspects of medical man- 
agement, general symptomatic treatment, fluid and 
electrolyte therapy, diseases of the various organ sys- 
tems, the treatment of infections and intoxications, 
etc. 

In line with the purpose of the book to present a 
maximum of factual information in a minimum of 
space, topics are covered in outline fashion and with 
extremely brief comments which will probably be 
more effective as reminders of things once under- 
stood but now vague, rather than as an adequate ex- 
position of new material. A physician will be well 
advised to seek more information in a standard book 
on pharmacology or therapeutics when this manual 
does not make the subject entirely clear. In a book 
of this size there is little room for discussing the 
“pros and cons”’ of any subject, and the book was cer- 
tainly not intended to take the place of larger works 
which explore problems of therapeutics in more de- 
tail. It is hoped that those who use it will not be 
tempted to accept it as final authority. 

The drugs in the handbook are listed by their of- 
ficial names with common or proprietary names given 
in parentheses when these are considered helpful. 
The outline presentation is adequately supplemented 
with numerous tables. One can predict that the hand- 
book will continue to be popular among medical stu- 
dents and house officers, but such a wealth of material 
as it contains should also be of use to practicing phy- 
sicians. It is the sort of book which might well be 
kept in the glove compartment of the physician’s 
car.—].D.R. 


How to Live with Diabetes. By Henry Dolger, 
M.D., and Bernard Seeman. Published by W. W. 
Norton and Co., Inc., New York, for Upjohn Com- 
pany. 192 pages. Price $3.50. 


This book is divided into three parts. First, diabetes 
in general is discussed. The second portion deals 
with the management of diabetes. The third portion 


deals with special problems in diabetes. The book is 
written in a very interesting manner and is quite in- 
formative. 

First, a rather detailed history of the discovery of 
diabetes is given, and the incidence of diabetes and 
the role of overeating and heredity in the develop- 
ment of diabetes are discussed. The characteristics of 
childhood and adult diabetes are pointed out, and 
the manner in which each type usually develops is ex- 
plained. The authors give an unusual amount of de- 
tail regarding the dietary treatment of diabetes before 
the discovery of insulin. 

The difference in opinion as to the degree of rigid- 
ity of dietary control is pointed out and Dr. Dolger 
seems to be at least moderately liberal on this score. 
He feels that some physicians are too dogmatic with 
regard to the patient's diet. For example, he would on 
the one hand not allow juvenile diabetics to have con- 
centrated sugar such as soda pop, candy, and jams but 
would permit ice cream, cookies, and puddings. 

A rather complete history of the discovery of in- 
sulin is given, and the different types of insulin avail- 
able are discussed thoroughly. A careful program is 
outlined for the diabetic to follow in daily care of 
his syringe, the insulin, and the tests for sugar and 
acetone. The background of the development of 
Orinase is also explained in considerable detail. 

The author's opinions as to the criteria for good 
control are: 

(1) The diabetic must feel well; 

(2) Normal weight must be maintained; 

(3) There should be just enough insulin and di- 
etary restriction to assure proper utilization of food 
without producing insulin reactions; 

(4) Treatment is simplified so far as possible so 
that the diabetic can live and work with an absolute 
minimum of interference from the needs of his dis- 
ease, and 

(5) The diabetic should maintain sugar-free urine 
or the smallest amount of sugar in the urine possible. 
Considerable advice to parents and to the diabetic 
child and the doctor is given. Generally, he believes 
the child should be giving himself his own insulin 
and caring for his syringe at the age of eight or 
nine. The emotional problems which are so common 
with juvenile and adolescent diabetics are considered. 

The book is concluded with a short chapter on pos- 
sible future developments in relation to diabetes with 
special reference to research. This book would be of 
value to both the practicing physician and the patient 
with diabetes. It should be of especial interest to both 
patients and doctors who have an unusual interest in 
the historical background of present day problems. 
—T.J.L. 
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The Psychology of Medical Practice. By Marc H. 
Hollender, M.D. Published by W. B. Saunders Com- 
pany, Philadelphia. 276 pages. Price $6.50. 


The authors have made a sincere and successful at- 
tempt to answer those questions that are frequently 
asked of the psychiatrist by the internist, obstetrician, 
gynecologist, or other specialist with regard to using 
those psychiatric principles that are applicable to the 
non-psychiatric patient. 

Such questions as whether a given patient should 
be told that he has cancer and a poor prognosis, and 
if so, how this information should be imparted to 
him; how should the young married couple be warned 
of an obstetrical complication without getting them 
unduly concerned; how should many of the problems 
in regard to handling the coronary patient or the fam- 
ily of the coronary patient be approached, what 
should they be told, how much should they know 
and what is the best manner in which to impart this 
information. There are separate chapters dealing with 
nearly every specialty. 

It is refreshing to find a book of this type that was 
not written for psychiatrists and makes no attempt to 
make a psychiatrist out of the man working in other 
fields of medicine. It simply offers those suggestions 
of psychiatric origin that seem applicable to the non- 
psychiatrist’s discipline in dealing with just ordinary, 
non-psychiatric patients and helping him make his 
line of therapy more effective. There are many tools 
that all of us in medicine use in common. For exam- 
ple, aspirin and hot packs are often used by the 
surgeon on infections, by the internist on inflamed 
joints, and even by the psychiatrist on muscle spasm 
of psychogenic origin. We often use these and other 
measures purely symptomatically. They reduce the pa- 
tient’s pain, they reduce his anxiety, and increase his 
general comfort. 

This book is aimed at helping the doctor keep the 
patient’s and the family’s anxiety at a minimum in 
order that they may be able to better cooperate with 
the therapeutic procedures that he has to offer. It is 
aimed at helping the doctor develop the art of med- 
icine, rather than any particular psychiatric skill, and 
I feel it is well worth reading —T.L.F, 


Modern Clinical Psychiatry. By Arthur P. Noyes, 
M.D., and Lawrence C. Kolb, M.D. Published by 
W. B. Saunders Company, Philadelphia. 694 pages. 
Price $8.00. 


This is a standard authoritative text of psychiatry. 
It is written primarily for those who wish to sys- 
tematically study clinical psychiatry and neurology, 
but it should be useful to every physician as a desk 


reference. The chapter headings are clear and follow 
the diagnostic and statistical manual on mental dis- 
orders. It is well-indexed, and treatment recommenda- 
tions are practical and specific. This revision includes 
a chapter on psychiatry and the law.—P.W.T. 


TV Story on Human Senses 


The Bell System Science Series will present its 
second television program devoted to the working 
of part of the human body in ‘Gateways to the 
Mind,” the story of the human senses, which will be 
seen over the NBC network on Thursday evening, 
October 23. ‘‘Hemo the Magnificent,” an earlier pro- 
gram in the same series, was devoted to the story of 
blood and the circulatory system. 

Some 14 different senses are discussed in “Gate- 
ways to the Mind”’ in explaining how the senses func- 
tion as the channels through which all knowledge of 
the external world is passed to the brain. Both sci- 
entific documentary film and animation are used in 
the program. Much of this material will be new to 
the general public. 

Dr. Wilder Penfield, Montreal brain surgeon, 
appears on the program to explain his work in ex- 
citing sensations by direct stimulation of the brain. 
Dr. Hadley Cantril, Princeton University psychol- 
ogist, discusses some of his experiments in sensory 
illusions on the telecast. 

Dr. George Wald, professor of biology at Har- 
vard, was principal advisor on the production of 
“Gateways to the Mind,” and Dr. Frederick Cresci- 
telli, professor of zoology at U.C.L.A., served as 
consultant. The program was produced for the Bell 
System by Warner Brothers and stars Dr. Frank C. 
Baxter, who has appeared in the four earlier pro- 
grams of the series. The Scientific Advisory Board, 
composed of ten American scientists, had general 
supervision over the production. 

After its telecast on October 23, ‘Gateways to the 
Mind” will be made available on 16 mm. color film 
by Bell Telephone companies for group showings 
to interested organizations. 


Cancer accounts for one out of every six deaths 
in this country annually, according to the publica- 
tion Patterns of Disease, prepared by Parke, Davis 
and Company for the medical profession. The disease 
has jumped from seventh place to second in U. S. 
mortality tables in the last 50 years. If the present 
rates continue, the annual death toll from cancer will 
double within the next 50 years, “in part due to an 
increase in the population.” 


| 
H | 
| { 
| 
i 
| 
| 
4 
| 
| 
i 
| 


472 


THE KANSAS PRESS 
LOOKS AT MEDICINE 


Editor's Note. In this section the JOURNAL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


LEGISLATORS AND THE MENTALLY ILL 


We are glad to report that at least one member of 
the Kansas Legislature has an enlightened social 
conscience. 

Several days ago we again voiced a protest against 
the medieval and barbarous treatment of the men- 
tally ill in Kansas. Under the law, persons believed 
to be mentally ill are held in county jails until room 
is found for them in a state hospital. 

Rep. Lawrence D. Slocombe of Peabody said in a 
letter to the editor: “How would you suggest the 
Kansas Legislature correct this situation? I am sure 
the Kansas Legislature does not recommend this type 
of procedure.” 

The first step in improving the lunacy laws is to 
recognize that mental illness is primarily a medical 
problera. A deranged man is a sick man. 

The legislators can quite easily discover the basic 
principles for more moral and humane legislation. 
All they have to do is ask for recommendations from 
the leading psychiatrists, the Kansas Medical Society, 
the Mental Health Association and other interested 
groups. Law enforcement officers, who have long 
been bedeviled by their unwilling role as amateur 
psychiatrists, and judges could also tell the legislators 
a thing or two. 

It is obvious that sheriffs and policemen are not 
qualified to care for the mentally ill. It may be 
necessary for law-enforcement officers to restrain the 
violently deranged. Their duties should cease at that 
point. The mentally ill should be cared for in hos- 
pitals, not jails. 

Much unnecessary suffering, shame and tragedy 
result from this custom of jailing the disturbed. Not 
long ago, a pretty little high school girl was held in 
jail for many days. The child was rational most of the 
time. She was overwhelmed with panic, shame and 
confusion at being locked up. The matron did her 
best to comfort the girl. Nevertheless, the patient’s 
mental condition rapidly worsened because of the jail 
experience. 

Kansas lunacy laws reflect the medieval notion that 
insanity is somehow willful wrong-doing. No en- 
lightened person believes that today. Why does the 
Legislature continue to keep legislation that nobody 
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wants and that is directly opposed to the public in- 
terest ?—Wichita Beacon, September 4, 1958. 


MeEpIcAL CARE 


Reno County is losing the physician who has 
been employed full time to care for those on the 
welfare rolls. It is unlikely that a successor can be 
found. There are too many patients for a single 
doctor to minister to adequately. The rewards for 
caring for that large a clientele in private practice 
are much greater. 

So Reno County, whether any one prefers it or 
not, will be forced into some form of socialized medi- 
cine for safeguarding the health of its welfare cli- 
ents. A contract likely will be made with the Coun- 
ty Medical Society or a group of its members for 
them to provide the service for a monthly per capita 
fee. 

Far from being objectionable, such an arrange- 
ment should result in improved medical care for 
those on various forms of relief. They will be min- 
istered to by physicians of their own choice. The 
better care will naturally have a higher cost, but that 
is inevitable. 

This introduction of socialized medicine, under 
whatever other name it may be called, however, 
raises questions involving an issue of long debate. 
If it is desirable to levy taxes to pay for the medical 
care of those on the welfare rolls, and for the mili- 
tary and their dependents, is it undesirable to levy 
taxes to pay for the care of everyone? 

If the solution of the problem is better found 
through voluntary health insurance programs, should 
not Blue Shield and Blue Cross be expanded to 
cover all necessary health and hospital services rather 
than only enumerated ones?—Hutchinson News, 
September 4, 1958. 


Quack Doctors Can Kitt You 


False hope is the easiest commodity to sell. Fright- 
ened, ignorant and gullible people always dig deep 
into their jeans to buy a wonder drug, a cure-all or 
a magic food. 

Time was when the quack depended on a crude 
and colorful pitch. One does not have to be elderly 
to remember the medicine show. The “doctor” would 
set up shop in a vacant lot at the edge of the village. 
Real live Indians with feathers danced to tom-toms. 
The villagers and farmers, starved for entertainment, 
came in a multitude. 

The “doctor” delivered an eloquent plea for his 
snake oil or Indian elixir. He promised cure for 
everything from dandruff to heart disease. His medi- 
cine generally was just alcohol to which flavors had 
been added. 
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The modern quack uses more sophisticated meth- 
ods. He talks learnedly of science and research. He 
tells his victims that he has secret cures, medicines 
and diets. He implies that there is a sinister plot 
to keep him from making people well. What would 
doctors do for a living if everybody had good health? 

The horror of quackery is that it gives its victims 
false hope. They do not seek genuine treatment un- 
til it is too late. Worst of the quacks are those 
who promise cancer cures. Cancer in its earliest 
stages can often be cured; if the victim wastes time 
on phony treatments, medical science cannot save 
him. 

How can one tell a quack from a true physician? 
There are several reliable ways: 

1. No reputable physician has secret treatments 
known only to himself. Physicians share their know]- 
edge. Scientific information is available to all mem- 
bers of the profession. 

2. No reputable physician guarantees cures. He 
merely guarantees to do all in his power to help the 
patient. 

3. No reputable physician offers testimonials from 
cured patients. Testimonials are always worthless. 
Most sick people get well or improve, with or with- 
out a physician. Those who die cannot tell their 
opinion of the treatment. 

How can the layman determine whether a treat- 
ment or diet or health fad is a dangerous hoax or 
worthless fraud? Well, the best thing to do is to go 
to a real doctor—one who graduated from a respect- 
ed school for physicians, who makes no extravagant 
claims, who is trusted and honored by his patients 
and the community—and ask him. 

Or, if the layman belongs to that tiny minority 
that ‘‘doesn’t trust doctors,” let him call the Better 
Business Bureau, an organization which specializes 
in getting the facts about all sorts of phonies, rack- 
eteers and swindlers in the business world. 

Hope can keep you alive. But false hope can kill 
you before your time. Don’t be a victim.—Wichita 
Beacon, September 14, 1958. 


Hospital Needs of the Aged 


The House of Delegates of the American Hospital 
Association, meeting in Chicago recently, adopted 
a statement of policy with respect to meeting the 
hospital needs of the aged. The statement, which 
supersedes all previous actions taken by the asso- 
ciation, follows: 

1. The American Hospital Association is con- 
vinced that retired aged persons face a pressing 
problem in financing their hospital care. 

2. It believes that federal legislation will be neces- 


sary to solve the problem satisfactorily. It has, how- 
ever, serious misgivings with respect to the use of 
compulsory health insurance for financing hospital 
care even for the retired aged. 

3. It believes that all possible solutions must be 
vigorously explored, including methods by which 
the dangers inherent in the Social Security approach 
can be avoided. 

4. It believes that every realistic effort should be 
made to meet the hospital needs of the retired aged 
principally through mechanisms utilizing existing 
systems of voluntary prepayment. However, it is 
conceivable that the use of Social Security to provide 
the mechanisms to assist in the solution of the prob- 
lem of financing these needs may be necessary ulti- 
mately. 

5. It believes that any legislation developed to 
provide for government participation to meet the 
hospital needs of the retired aged should be so de- 
vised as to strengthen the voluntary prepayment sys- 
tems, and should conform to the following princi- 
ples: 

a. Legislation designed to provide for the hospital 
needs of the retired aged should provide essential 
hospital services and should exclude custodial care 
provided for nonmedical reasons. 

b. Government participation should be restricted 
to persons over 65 who are not regularly and sub- 
stantially employed. The voluntary prepayment sys- 
tem provides a satisfactory mechanism for the cov- 
erage of other persons, regardless of age. 

c. Any program in which the federal government 
participates to meet the hospital needs of the non- 
indigent aged should emphasize individual responsi- 
bility and make the application of a means test un- 
necessary for obtaining benefits. 

d. Such a program should be based on the serv- 
ice benefit principle and should provide benefits 
sufficiently comprehensive to remove the major eco- 
nomic barriers to hospital care for the retired aged. 

e. Such a program should make benefits available 
through nonprofit prepayment plans. 

f. Hospitals shouid be paid fully for the cost of 
care rendered. 

g. Such a program should not provide services in 
facilities operated by the federal government. 

h. Such a program should provide reasonable 
criteria to determine the eligibility of hospitals to 
participate, but the federal government should be 
precluded from interfering in the administration and 
operation of hospitals providing the services. 

i. Such a program should maintain the free choice 
of doctor and hospital by the recipient. 

j. Such a program should permit and encourage 
continuous adaptation to new knowledge in the pro- 
vision of services. 
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ANNOUNCEMENTS 


Pediatric fellowships available to physicians 
through Wyeth Laboratories, effective July 1, 1959. 
Annual stipend of $2,400. Information available from 
Dr. Philip S. Barba, University of Pennsylvania 
School of Medicine, Philadelphia. 


Three conferences during winter season at British 
Colonial Hotel, Bahamas: Sixth Bahamas Medical 
Conference, November 28-December 18; First Ba- 
hamas Surgical Conference, December 29-January 17; 
Serendipity Session, January 18-31. Reservations may 
be made through Bahamas Conferences, P. O. Box 
4037, Fort Lauderdale, Florida. 


Twenty-fifth (silver anniversary) meeting, Ameri- 
can College of Chest Physicians, Atlantic City, New 
Jersey, June 3-7, 1959. Interim session, November 
29-30, 1958, Rochester, Minnesota. Eleventh an- 
nual postgraduate course on diseases of the chest, 
Park Sheraton Hotel, New York City, November 
10-15, 1958. Information available from the Col- 
lege, 112 East Chestnut Street, Chicago 11, Illinois. 


American Goiter Association offers Van Meter 
prize award of $300 for best essays submitted con- 
cerning problems related to the thyroid gland. Dead- 
line, January 15, 1959. Information available from 
the association, 1491/, Washington Avenue, Albany 
10, New York. 


Calendar of courses available at University of 
Colorado Medical Center, 4200 East Ninth Avenue, 
Denver 20, Colorado: October 30-November 1, 
Western Institute on Epilepsy; January 19-24, Gen- 
eral Practice Review; March 16-21, Medical Tech- 
nology; May 14-16, Neurology; May 21-22, Colo- 
rado Intern-Resident Clinic; June 15-19, Internal 
Medicine; June 22-27, Clinical Hematology; July 
6-8, Obstetrics and Gynecology; July 6-9, Ophthal- 
mology; July 16-18, Dermatology for General Prac- 
titioners; August 10-15, Western Cardiac Confer- 
ence; August 24-26, Prevention and Management 
of Athletic Injuries; September 10-15, Pediatrics. 


International College of Surgeons, 24th Annual 
Conference of North American Federation, Palmer 
House, Chicago, September 13-17, 1959. Write Dr. 
Ross T. McIntire, 1516 Lake Shore Drive, Chicago 
10, Illinois. 
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Department of Medicine, Menorah Medical Cen- 
ter, 4949 Rockhill Road, Kansas City 10, Missouri, 
announces 1958 A. Morris Ginsberg Memorial Semi- 
nar. Dr. Sol Sherry, professor of medicine, Wash- 
ington University, St. Louis, guest lecturer. Write 
Dr. Morton C. Creditor, director, Medical Educa- 
tion and Research, Menorah Hospital. 


Kansas Board of Basic Science Examiners will 
give examinations in anatomy, bacteriology, chem- 
istry, pathology, and physiology, November 24-25, 
Wahl Hall, University of Kansas Medical Center, 
Kansas City. Applications accepted until 30 days 
prior to examination. Application blanks available 
from L. C. Heckert, secretary of board, Pittsburg, 
Kansas. 


Future Needs in Medicine 


Expenditures for medical research in this coun- 
try can and should be tripled to reach a billion dol- 
lars a year by 1970, a group of special consultants 
to the Secretary of Health, Education, and Welfare 
said in a report released today. 

The consultants warned, however, that a medical 
research effort of this magnitude will require a major 
increase in the number of physicians and other sci- 
entists engaged in medical research—from 20,000 
now to 45,000 by 1970. 

They also said that funds for construction of medi- 
cal schools will be needed ‘‘on a much larger scale 
than has heretofore been contemplated” and that 
even if large funds are provided “‘it seems certain 
that the number of physicians per 100,000 popula- 
tion will decline” during the next 12 years. 

The report was presented to Secretary of Health, 
Education, and Welfare Marion B. Folsom, who ap- 
pointed the group about a year ago to advise him 
on long-term needs in medical research and medical 
education. 

Ten prominent medical educators and industry 
research executives participated in the study. Chair- 
man of the group was Dr. Stanhope Bayne-Jones, 
formerly dean of the Yale University School of 
Medicine, president of the Joint Administrative 
Board of the New York Hospital-Cornell Medical 
Center, and technical director of research, Office of 
the Surgeon General, Department of the Army. 

“The expansion of medical research and educa- 
tion required in the national interest will be costly 
and should not be restricted by lack of funds,” the 
report states. 

“The consultants believe it conservative to project 
total national medical research expenditures of $900 
million to $1 billion per year by 1970, as compared 
with $330 million in 1957.” 
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But the medical schools of today, the consultants 
emphasized, cannot turn out enough doctors both 
to provide sufficient staff for a research program of 
this scale and to meet growing medical care needs 
of the expanding population. 

The consultants expressed the belief that “it would 
not be in the public interest for the number of physi- 
cians in the nation to fall below the ratio of 132 
for each 100,000 persons in the population.” 

“This ratio,” the report points out, ‘has remained 
constant (plus or minus two) over the past 30 
years.” 

Maintaining this ratio, the report states, would in- 
volve the construction of from 14 to 20 new medi- 
cal schools at a cost of between $500 million and 
$1 billion. 

Pointing out that there is usually a lapse of about 
10 years from the time a school is planned until 
the first class is graduated, the report explained, 
“even if funds in the order of $500 million to $1 
billion were made available immediately for con- 
struction of new medical schools, it seems certain 
that the number of physicians per 100,000 popula- 
tion will decline between now and 1970. Unless 
there is a marked change in social philosophy lead- 
ing to private gifts or state appropriations on an 
unprecedented scale, large federal appropriations will 
be required.” 

The consultants suggested that the federal gov- 
ernment continue to provide about half of all funds 
for medical research. On this basis, federal expendi- 
tures would increase from $186 million last year 
to approximately $500 million by 1970. 

Industry's share of last year’s medical research 
costs was estimated at $90 million and contribu- 
tions of private philanthropy at $35 million, but 
the committee said that both estimates were prob- 
ably low. Income from endowments was about $19 
million. 

The committee’s projections call for annual ex- 
penditures of more than $300 million by industry 
and for contributions of more than $100 million 
by private philanthropy by 1970. 

The report notes that the portion of the nation’s 
gross national product spent for research and de- 
velopment of all kinds rose from .2 per cent in 1930 
to 2.3 per cent last year and can be expected to rise 
gradually to 4 per cent by 1970. 

Projected increases in expenditures for medical 
research, the report states, are “based on the as- 
sumption that the proportion of all research and 
development expenditures represented by medical re- 
search will remain constant at the average for the 
past decade—3.8 per cent.” 

The committee said that according to present esti- 
mates there will be only 3,200 additional physicians 
and 16,000 additional Ph.D.’s available for medical 
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research during the next 12 years—almost 6,000 
short of the 25,000 additional trained workers need- 
ed to staff a billion-dollar-a-year research program. 

However, the consultants said that ‘it should be 
possible to produce 20,000 scientists with Ph.D. 
degrees who will enter medical research” by 1970 
and that it is ‘quite possible that . . . the propor- 
tion of physicians who elect essentially full-time 
careers in research will rise.” 

The report recommended increases—in many in- 
stances ‘‘substantial’” ones—in virtually all programs 
of the Department of Health, Education, and Wel- 
fare involving medical research. 

The report points out that the Public Health Serv- 
ice’s National Institutes of Health at Bethesda, Mary- 
land, operates “‘the largest group of medical research 
laboratories in the world.” 

These direct operations, together with the large 
grant programs which support medical research and 
training in institutions throughout the country, “have 
over recent years exerted the most important single 
influence upon the dimensions of American medical 
research,” the report states. 

“The consultants are of the opinion,” the report 
states, “that the system evolved for the administra- 
tion of research and training grants is sound, and 
that the system has been operated we'll.” 


P.H.S. Grant to Squibb 


A grant of $190,063 to E. R. Squibb and Sons, 
New York, to produce unusual androgens and other 
hormonal substances, was announced last month by 
the U. S. Public Health Service as part of a program 
involving $859,442 allocated to two pharmaceutical 
firms and five research organizations. A second 
Squibb contract, amounting to $81,015, is for evalu- 
ating hormonal substances and anticancer agents in 
animals and for seeking new methods of studying 
interrelationships between tumors and the endocrine 
system. 


One hundred thirty-five medical, dental, engineer- 
ing, science, nurse and veterinary students from 120 
approved four-year professional schools spent the sum- 
mer months in U. S. Public Health Service facilities 
under the Service's year-round training program. 

The program is known as COSTEP, for Commis- 
sioned Officer Student Training and Extern Program. 
Assignments under COSTEP are open each year to 
students who complete either their second or third 
year of professional education on or before July 1 
and who are interested in becoming Reserve Officers 
in the Service’s Commissioned Corps. 

Two students from the University of Kansas 
School of Medicine, Joseph C. McDaniel and Robert 
O. Settle, participated during the summer of 1958. 
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Technique in Heart Valve Surgery 


A technique for evaluating the effects of heart- 
valve surgery while an operation is in progress has 
been developed by a team of surgeons and cardi- 
ologists at the Public Health Service’s National Heart 
Institute in Bethesda, Maryland. 

With this technique, direct measurements are 
made of the heart’s output of blood and of differ- 
ences in pressure on each side of stenosed valve open- 
ings just before and after these openings are sur- 
gically enlarged. 

The new technique allows a more precise and 
immediate evaluation of the results of heart valve 
surgery than has previously been possible with con- 
ventional techniques, by which pressures and output 
of blood are measured before and after an operation 
but not during it. 

By making these measurements while an opera- 
tion is being performed, the new technique tends 
to eliminate the influence of all variables except the 
critical one—the size of the valve opening. It gives 
the surgeon a better idea of how much of the valve’s 
function has been restored and lets him know 
whether to enlarge the valve opening still further 
during the same operation. 

The new method is applicable in operations for 
stenosis of any of the four valves of the heart. Its 
value was demonstrated in studies of 24 patients 
undergoing valve surgery at the Heart Institute (18 
with mitral, four with aortic, and one each with 
pulmonic and tricuspid valve stenosis) . 

The new technique was developed by Doctors Her- 
bert Tanenbaum, Eugene Braunwald, and Andrew 
Morrow of the Heart Institute Clinic of Surgery. 

After exposing the heart to view, the Heart Insti- 
tute team measures pressures simultaneously in the 
chambers immediately upstream and downstream 
from the diseased valve by puncturing these cham- 
bers with fine (20-gauge) hypodermic needles. The 
needles are attached directly to two hand-held pres- 
sure transducers, which change the pressure pulses 
coming through the needles into electrical pulsa- 
tions. 

The pulsations from both transducers arte pro- 
jected as two parallel tracings moving across the 
screen of a cathode ray oscilloscope. The difference 
between these synchronized pressure tracings reflects 
gradient across the diseased valve. 

The effect of the surgery in relieving the abnor- 
mal pressure gradient is apparent when these meas- 
urements are repeated immediately after the surgeon 
opens the heart and inserts his finger (or an instru- 
ment) into the valve opening to enlarge it. 

To determine the heart’s output of blood just 
before and after this valve manipulation, the Heart 
Institute team injects measured amounts of a special 
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blue dye directly into either the pulmonary artery 
or the left atrium, which carry the blood from the 
lungs to the left ventricle to be pumped to all body 
tissues. 

As it circulates through the heart and out into the 
arteries, the dye-containing blood is drawn at a con- 
stant rate from an arm artery through a densitometer 
(a photoelectric device that detects the dye concen- 
tration). The concentration of the dye and its transit 
time through the circulation are also projected visual- 
ly as a “dye dilution curve.” The characteristics of 
this curving line indicate the output of blood from 
the heart. 

In the past, accurate evaluation of the results of 
commissurotomy has been dependent on measuring 
pressure gradients through a flexible plastic catheter 
tube threaded into the heart from outside the body 
during the periods before and after the operation. 
During these comparatively lengthy and eventful in- 
tervening periods, factors other than surgery on the 
valve—such as variations in the patient’s medical 
therapy, stress and rest experiences—can alter the 
pressure and flow patterns within the heart and thus 
mar the precision of the evaluation data. 


Testing for Fire Hazards 


Testing hospital operating rooms for fire hazards is 
a vitally important safety measure which needs fire 
department attention, according to Firemen Maga- 
zine, internationally circulated publication of the Na- 
tional Fire Protection Association. 

Writing in the September issue of the magazine, 
NFPA Gases Engineer Clark F. Jones details meth- 
ods for fire officers to use in checking hospital op- 
erating rooms. The article particularly deals with 
ways to measure electrostatic charges which can ig- 
nite flammable anesthetic agents. 

Fire department officers as well as hospital au- 
thorities in particular have to be well informed on 
such fire prevention measures, Jones says, for there 
are fundamental, important procedures that must be 
followed for fire safety in operating rooms. His ar- 
ticle in particular tells how to use an ohmmeter to test 
electrical resistance as recommended in nationally ac- 
cepted standards. 


Pedestrian fatalities reached 7,500 and injuries 
reached 22,000 last year. Over 34 per cent of pedes- 
trian deaths resulted from crossing in the middle of 
the block, a total of 2,600 persons. 


In 1955, 2,158,000 persons were injured in motor 
vehicle accidents. 
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ADVERTISEMENTS 


In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


® Zanchol produces a bile low in sediment. 
® Zanchol enhances the abstergent quality of bile. 


® Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


© Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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NEW styling 


for known standard 


To diabetics and their physicians, CLINITEST means rapid and reliable urine-sugar testing— 
standardized for accurate results every time: And now, the new streamlined model (No. 2105) 


gives your diabetics this standard test in the best looking, most efficient form. 


CLINITEST 


BRAND 


urine-sugar analysis set 


" functional: full-view test tube 


always in place 


. refillable: takes either bottle 


of 36 or sealed-in-foil CLINITEST 
reagent tablets 


. attractive: two-tone, neutral . 
gray plastic case inife 


Model No. 2105 CLIinitest Urine- 5 
Sugar Analysis Set contains everything 
needed for accurate standardized 
testing: bottle of 36 CLINITEsT Reagent 
Tablets, test tube, unbreakable dropper. 
color scale—instruction sheet, analysis 
record, diabetic’s identification card 


MODEL NO. 2105 


56758 


( \' AMES COMPANY, INC - ELKHART, INDIANA 
f.\ Ames Company of Canada, Ltd., Toronto 
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sustained release 
capsules 


meprobamate (Miltown®) capsules 


Two capsules on arising last all day 
Two capsules at bedtime last all night 
relieve nervous tension on a sustained 
basis, without between-dose interruption 
“The administration of meprobamate in 


Lmeprobamate is more widey prescribed than ary action form [Meprospan] produced 
other tranquilizer. Source: Independent research a m or e uni f a nd sus taine d ac tion ae 


organization; name on request. 


scion these capsules offer effectiveness at 
omitted tr publication, 1960, reduced dosage.”* 

Dosage: 2 Meprospan capsules q. 12 h. 

| Supplied: 200 mg. capsules, bottles of 30. 


Literature and samples on request © *WALLACE LABORATORIES, New Brunswick, N. J. 
who discovered and introduced Miltown® 
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ALCOHOLISM 


A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathology— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of these individuals: 


To stop their ingestion of alcohol; 


To detoxify the system; 


2. 
3. To restore the fluid electrolyte bal- 
ance; 
4. 


To detect and correct nutritional 
anomalies peculiar to the individual 
alcoholic; 


5 To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


6. To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


R PH [| Nl The Ralph Clinic (in its 61st year) 
TH F AL C C is in the advance of every phase of 
the treatment of alcoholism. It in- 
529 HIGHLAND AVENUE ¢ KANSAS CITY 6, MISSOURI vites consultation with you concern- 
ing your patients with problems of 


Telephone VI. 2-3622 excessive drinking. 


(A portfolio 
about the Problem of Alcoholism is available upon request). 
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ARTHRITIS... 
GOUT? 


® 


PROBENECID 


A SPECIFIC FOR GOUT 


GOUT—THE DIAGNOSTIC PROBLEM 
Clinical “curiosity” rather than 
clinical “instinct” is the key 

to accurate diagnosis of gout. 
Visible manifestations may not 
appear until late in the course 
of the disease. Moreover, the 
patient’s description of the pain 
and the site of the pain may not 
differ markedly from other 
articular disorders. 


THE FOLLOWING FINDINGS ARE HIGHLY 
INDICATIVE OF GOUT: (1) Tophaceous 
deposits resulting in irregular, 
asymmetrical deformity of joints; 
(2) Elevated serum uric acid levels 
(above 6 mg.%) ; (3) Pain relief 
with colchicine. When findings sug- 
gest gout, therapy with ‘Benemid’ 
should be started immediately. 


BENEMID®—AN EFFECTIVE URICOSURIC 
AGENT 

‘Benemid’ is firmly established 
as an effective and exceptionally safe 
uricosuric agent. ‘Benemid’ 
approximately doubles the 
excretion of uric acid; reduces 
serum uric acid levels toward 
normal; often prevents formation 
of new tophi, and gradually 
mobilizes existing uric acid 
deposits; minimizes incidence and 
severity of future attacks. 


‘Benemid’ is of remarkably low 
toxicity — usually so low as to be 
clinically insignificant —even in 
patients who have been 

on uninterrupted therapy for almost 
a decade. The uricosuric effects 

of salicylates and ‘Benemid’ are 
mutually antagonistic and these 
compounds should not be 

used together. 


RECOMMENDED DOSAGE: 0.25 Gm. 

(4 tablet) twice daily for one week 
followed by 1 Gm. (2 tablets) daily 
in divided doses, 


Sel) MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA 


BENEMID is a trade-mark of Merck & Co., Inc, 
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“Much 


GLUCOSAMINE POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 
(black and white) (orange-flavored) (orange-flavored) 5 mg. per drop, | 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.), 2 oz. bottle calibrated dropper, 10 cc. bottle 
9 
COSA-TETRASTATIN* COSA-TETRACYDIN* 
glucosamine potentiated tetracycline with nystatin glucosamine potentiated tetracycline-analgesic- / 3 
antihistamine compound 


antibacterial plus added protection against 
monilial superinfection 


| 
For relief of symptoms and malaise of the common j 
i 
CAPSULES (black and pink) 250 mg. Cosa-Tetracyn, i 


cold and prevention of secondary complications 


(with 250,000 u. nystatin) CAPSULES (black and orange) Ea. capsule contains: | 
ORAL SUSPENSION 125 mg. per tsp. (5 cc.) Cosa- Cosa-Tetracyn 125 mg. . phenacetin 120 mg. . caffeine ; 

Tetracyn, (with 125,000 u. nystatin), 2 oz. bottle 30 mg. - salicylamide 150 mg. . buclizine HCl 15 mg. 5. 
REFERENCES: 1, Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: Ant. Med. ¢ 


& Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and Leukemia. Proc. Soc. Exp. Biol. & Med. 84:41, 
1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, E., 
and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A.. Bamford, J., and Bradley, W.: Ant. Med. & 
Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 
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_ Proven in research 7 


| 1. Highest tetracycline serum levels 
_ 2. Most consistently elevated serum levels 
3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


4. More rapid clinical response 


5. Unexcelled toleration 


Science for the world’s well-being 


PFIZER LABORATORIES 
Div., Chas. Pfizer and Co., Inc. 
Brooklyn 6, New York * Trademark 
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FIRADEMARK, REG. PAT. OFF. 


TTRADEMARK, REG. U. S. PAT. OFF.—THE 
BRAND OF TETRACYCLINE 
RADEMARK, REG. U. S. PAT. OFF.—THE UPJONM 
BRAND OF CRYSTALLINE NOVOBIOCIN SODIUM 


The Upjohn Company, Kalamazoo, Michigan | 
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Make new 


(Panmycin; Phosphate plus Albamycin**) 


your 
broad-spectrum 
antibiotic 

of first resort 


Available forms: 

!, Panalba Capsules, botties of 16 and 100 
sapsules. Each capsule contains: 

‘anmycin phosphate (tetracycline phosphate 
omplex) equivalent to tetracycline hydro- 
ibamycin (as novobiocin. sodium). ..125 mg. 


. Panalba KM 7+ Flavored Granules. When 
ufficient water is added to fill the bottle, 
ach teaspoonful (5 cc.) contains: 


anmycin (tetracycline) equivalent to tetra- 
ycline hydrochloride mg. 
ibamycin (as novobiocin calcium). -62.5 mg. 
otassium metaphosphate .........100 mg. 


osage: 


analba Capsules 
sual adult dosage is 2 capsules q.i.d. 


analba KM Granules 
or the treatment of moderately acute infec- 
ons in infants and children, the recom- 
ended dosage is 1 teaspoonful per 15 to 
) Ibs. of body weight per day, administered 

2 to 4 equal doses. Severe or prolonged 
fections require higher doses. Dosage for 
dults is 2 to 4 teaspoonfuls 3 or 4 times daily, 
>pending on the type and severity of the in- 
ction. 
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CLINICAL all Staph 
RESULTS adults children _ infections 
Cured 172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 

> Failure 17 (7%) 11 (6%) 3 (3%) 
Types of infecting organisms: The majority of 
identified etiologic microorganisms were oaph. 
aureus and Staph. albus. Tao has its grea 
Usefulness against organisms such as: staphy- 
lecocci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, i 


MOD 


[ alpha-hemolytic strains and enterococci), pneu- | 
mococci, gonococci, Hemopnilus influenzae. 
4 (brand of with @uCOSAming 
Capsules / Oral Suspension 
Per cent of “‘antibiotic-resistant” epidemic 
staphylococci cultures susceptible to Tao, ery- 
e thromycin, penicillin and chloramphenicot.1 
 destened im : 
4 a 
ste go} 75 
: chioramphenico! 50 
4 3 penicillin 
effective 
yf REACTIONS: 
; (a) adults (b) children 
Total—9.2% Total —0.6% 
CO (20 out of 217) (1 out of 167) 
Skin rash—1.4% Skin rash—none 
(3 out of 217) Gastrointestinal ~ 
Gastrointestinal — 0.6% (1 out of 167) 
7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid « rapid, high and sus- 


LTaMm- 

tained blood levels + high urinary concentrations 

¢ outstanding palatability in a liquid preparation. 


: Z A Z S Dosage and Administration: Dosage varies according to the 
Eo ‘ -} severity of the infection. For adults, the average dose is 250 mg. 


q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
~| 8 months to 8 years of age, a daily dose of approximately 30 
“| mg./Kg. body weight in divided doses has been found effective. 
NEW YORK 17, N. Y. | Since Tao is therapeutically stable in gastric acid, it may be 
administered at any time, without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 


PE rc. -| Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
me | (5 cc.) when reconstituted; unusually palatable cherry flavor; 
Chas. Pfizer 02. bottle. 
- References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother, 
 (Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 


|  (Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
@raspenany- 1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyciopedia, Inc., 1958, p. 476. 
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all cold symptoms 


New timed-release tablet provides: 


... the superior decongestant and antihistaminic action 
of Triaminic 


...non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


.».an expectorant to augment demulcent fluids 


... the specific antipyretic and analgesic effect of well- 
tolerated APAP 


... the prompt and prolonged activity of timed-release 
medication 


Each Tussacesic Tablet contains: 


(phenylpropanolamine HCl .. . . 25 mg.; 
pheniramine maleate ....... 12.5 mg.; 
pyrilamine maleate ........ 12.5 mg.) To reduce upper respiratory congestion and irritating 
Dormethan (brand of dextro- secretions, 
methorphan HBr) .. . . . . 30mg. For non-narcotic control of the cough reflex. 
Terpin hydrate ..... . . .180mg. To augment demulcent respiratory secretions. 
APAP (N-acetyl-para-aminophenol) . 325 mg. For specific, highly effe ‘ive antipyresis and analgesia. 


Tussagesic Tablets provide relief from all cold 
symptoms in minutes, lasting for hours. 


first—3 to 4 hours of 
relief from the 


Dosage: One tablet in the morning, mid- outer layer 


afternoon, and in the evening, if needed. The 
tablet should be swallowed whole to preserve 


the timed-release action. § then—3 to 4 more hours 


of relief from 
the inner core 


Also available—for those who prefer 


palatable liquid medication— Tussagesic suspension 


SMITH-DORSEY © a division of The Wander Company ° Lincoln, Nebraska * Peterborough, Canada 
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yridazine Lederie 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine'... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


e Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 


mides—a notable asset in prolenged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 


by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (714 grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 


references: 
1 th idazi New England J. Med. 


1 Geteble, xe. and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulf 
2. Editorial: New England J. Med. 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederte ) 
*Reg. U.S. Pat, Off. 
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make cough MORE PRODUCTIVE, 
LESS DESTRUCTIVE 


“Significantly superior’? cough therapy for ‘“‘markedly”’ 
reducing the severity and frequency of coughing,! for 
increasing respiratory tract fluid,! for making sputum 
easier to raise,> and for relieving respiratory discomfort.* 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 


References: 

1. Blanchard, K., and Ford, R. A.: 
Clin. Med. 3:961, 1956. 2. Cass, L. J., 
and Frederik, W. S.: 2:844, 1951. 
3. Hayes, R. W., and Jacobs, L. S.: 
Dis. Chest 30:441, 1956. 4, Schwartz, 
E., Levin, L., Leibowitz, H., and 
McGinn, J. P.: Am. Pract. & Digest 
Treat. 7:585, 1956. 


Antitussive-Demulcent-Expectorant: 
‘quaiacolate 100 mg. and desoxyephedrine h 


Robitussin with Antihistamine and Codeine: Same Saini as Robitussin, plus 
pyridamine | maleate 7.5 mg. codeine phosphate mg. per 5 cc. 
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NOW! THE SHEER ALL-NYLON STOCKING 
HAT SUPPORTS WITHOUT USING RUBBER! 


Supp 


FOR LEG FATIGUE AND MILD VARICOSITIES 


Recent clinical research demonstrated the excel- 
lent value of Supp-hose for leg fatigue, and mild 
disorders where heavy surgical stockings are 
not prescribed. The advantage of Supp-hose is 
that it looks just like any sheer nylon stocking, 
thus it overcomes one of the main objections of 
the patient concerned about her appearance. 


As you know, expectant mothers, housewives, 
working women, and women with mild varico- 
sities all complain about discomfort of the 
extremities. Supp-hose eases this leg fatigue and 


gives gentle support all day long. Yet Supp-hose 
contains no rubber! Every stitch is fine nylon 
with a special twist that provides an elastic 
quality. 


Patented Supp-hose costs a woman just one- 
third what she usually pays for heavier surgical 
stockings. And wear tests indicate Supp-hose 
should give five times the wear of ordinary 
nylons. Supp-hose is available in proportioned 
sizes in beige, natural and white. At drug and 
department stores. 


KR KAYSER-ROTH HOSIERY COMPANY, Inc., 200 Madison Avenue, N. ¥. 16, N. ¥. Sold in Canada. 
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the chill 
the cough 
the aching muscles 


th 


fever 


Viral upper respiratory infection....For this patient, your management will be twofold— 
prompt symptomatic relief plus the prevention and treatment of bacterial complications. 
PEN- VEE+Cidin backs your attack by broad, multiple action. It relieves aches and pains, and 
reduces fever. It counters depression and fatigue. It alleviates cough. It calms the emotional 
unrest. And it dependably combats bacterial invasion because it is the only preparation of its 


kind to contain penicillin V. 


SUPPLIED: Capsules, bottles of 36. Each capsule contains 62.5 mg. (100,000 units) of penicillin V, 194 mg. of 
salicylamide, 6.25 mg. of promethazine hydrochloride, 130 mg. of phenacetin, and 3 mg. of mephentermine sulfate. 


Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate, Wyeth Philadelphia 1, Pa, 


; 
j 
This advertisement con- 
5 I forms to the Code for 
Advertising of the Phiyai- 
4 cians’ Council for Infor- 
mation on Child Health. 


there’s pain and 
inflammation here...4 
it could be mild ¥ 

-or severe, acute or 


chronic, primary 
secondary fibrositis | 


more potent and comprehensive treatment 
than salicylate alone © 
_assured anti-inflammatory effect of low-dosage 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate?"* brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


much less likelihood of treatment-interrupting 
side effects'® . . . reduces possibility of residual 
injury... simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue. 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
‘steroid apply also to the use Of SIGMAGEN. 


Composition 

METICORTEN® (prednisone) ... 0.75 mg. 
Aluminum hydroxide 75 mg. 


Packaging: sicmaoen Tablets, botties of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et ai.: Postgrad. Med. 17:1, 1955, 
3. Gelli, G., and Detla Santa, L.: Minerva Pediat. 


7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 


5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussien, Ohio State M. J.52:1037, 1956. 
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now—an antibiotic troche that 


The cough control provided by homarylamine (a non-narcotic antitussive) 
approximates that of codeine. 

Three antibiotics (bacitracin, tyrothricin, neomycin) act in combination 
against a wide variety of pathogens—with little danger of side reactions. 
The anesthetic-analgesic effect of benzocaine brings soothing relief to in- 
flamed tissues of mouth and throat. 

PENTAZETS now extend the therapeutic usefulness of convenient troche 
a medication. Each pleasant-tasting PENTAZETS troche acts promptly against 
the most bothersome aspects of mouth and throat irritations. 


PRESCRIBE 


antitussive—antibiotic -anesthetic—analgesic troches 


m@o MERCK SHARP & DOHME 


| DIVISION OF MERCK & CO.. Inc., PHILADELPHIA 1, PA. 
Supplied: In vials of 12. 
PENTAZETS is a trademark of Merck & Co., Inc. 
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Comments by investigators on 


(Methocarbamol Robins, U.S. Pat. No. 2770649) 

HE J OURNAL | 
—the remarkably efficient skeletal muscle relaxant, T 
unique in chemical formulation, and outstanding for 
sustained action and relative freedom from adverse In the author's clinical experi- 
sde effects ence, methocarbamol has a 

forded greater relief of muscle 
PUBLISHED REFERENCES: 1. Carpenter, E. B.: Southern Medical Journal 51:627, 1958. g spasm and pain for a longer 
Exper. Therap. 1957. 4. Morgan, A. Trulté, dee, and Littiey Mt undesir- 


Bio. & Med. 95:422, 1957. 8. Truitt, E. B., Jr., Patterson, R. B., 


R. Exper. 
aa i A. ee and Little, J. M.: J. Pharm. & Exper. Therap. 119:189, 1957. tions ‘than any othe com 


Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 


A. H. ROBINS CO., INC., Richmond 20, Va. 


Ethical Pharmaceuticals of Merit since 1878 


THE JOURNAL 


Summary of four new published clinical studies: 


Robaxin Beneficial in 95.67% of Cases of Acute Skeletal Muscle Spasm*-2-*-¢ 
“An excellent result, following 


NO. methocarbamol administration, 
RESPONSE 
Neen PATIENTS _ was obtained in all patients with 
acute skeletal — spasm. 
sTUDY 1* “marked” | moderate | slight | none 


Skeletal muscle 
spasm secondary to 


acute trauma 33 26 6 1 ee 

STUDY 2? “pronounced” THE OURNAL | 
Herniated dise 39 25 13 1 = American Medical Aeveriation 
Ligamentous strains 8 4 4 — 
Whiplash injury 3 2 1 mes “In no instance was there any | 


Contusions, significant reduction in voluntary 
fractures, and 
muscle soreness 


due to accidents 5 3 2 — — 
sTUDY 3° “excellent” 
Herniated dise 8 6 2 pares —_ 
Acute fibromyositis 8 8 
Torticollis 1 1 Sou them 
stupy 4° “significant” Medical Jounal 
Pyramidal tract F 
and acute myalgic 
disorders 30 27 2 1 This study has 
TOTALS 138 104 28 that methocarbamol (Robaxin) is 


a superior skeletal muscle relax 
(75.3%) (20.3%) 
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9, April 1956. 179. Friedman, A. P.s The treatment of chronic headache with menro- 
Use of tranqilisers —_ the treat ment of headache. Am. Pract. e Digest ' t. &: 
oM.A. 16331111, March 30, 1957. 182 
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| JAMA 1 mil cl, 1956. 20%. Lemore, Habit-formink mroperties of 
F.t (Sparinc) the treatment of psychiatrill, disorders. 
x Osinski, 
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fone lortension.- 2 in anx- 
B.: The effects of ward tension on the quality and quantity of tranquilizer uti- 
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em cue WALLACE LABORATORIES @:New Brunswick, New Jersey 
delphia, March, 1957, ppe 353-358. 2h6. Sokoloff, 0. J.: Meprobamate (Miltown) as 
Cet. 1956. 247. Steffen, C. €., Chervin, M. and Yan Yrs ».B.t Reaction follow- | 
Stewart, H.s: The use of tranquil: drugs in gynecolory. West. Jd. Surg. 642 
land J. Med. 2563235 $y Feb, 2] Thal, Nes Prez eation for electroshock 
! 7852, Feb. 1955. 251. Thimann, J.: 3 ry ¢ ; in the treatment of acute alecholism 
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Relieve moderate or severe pain Sumbol 5 
Reduce fever OF 


Alleviate the general malaise of PROVEN 
upper respiratory infections PAIN 


RELIEF 


‘TABLOID’ 


maximum codeine analgesia/optimum antipyretic action 


*Subject to Federal Narcotic Regulations 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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‘TABLOID’ 


EMPIRIN COMPOUND 


EMPIRAL 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


Codeine Phosphate ...... 
Phenobarbital ......... 
Acetophenetidin ........ 
Aspirin (Acetylsalicylic Acid) 


Codeine Phosphate .............9r 


Acetophenetidin ............... gr2% 
Aspirin (Acetylsalicylic Acid) ....... gr.3% 


Acetophenetidin 
Aspirin (Acetylsalicylic Acid) ....... gr.3% 


Acetophenetidin ...............gr2% 
Aspirin (Acetylsalicylic Acid) ....... gr. 3% 


*Subject to Federal Narcotic Regulations 
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A versatile, well-balanced formula for treating common 
upper respiratory infections, particularly during respira- 
tory epidemics; when bacterial complications are ob- 
served or are likely; when patient’s history is positive 
for recurrent otitic, pulmonary, nephritic, or rheumatic 
involvement. 


CHECKS SYMPTOMs: Includes traditional components for 
rapid relief of the traditional nonspecific nasopharyn- 
gitis, symptoms of malaise, chilly sensations, inconstant 
low-grade fever, headache, muscular pain, pharyngeal 
and nasal discharge. 


Available on prescription only. 


Adult dosage for ACHROCIDIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


TABLETS (sugar coated) 
Each Tablet contains: 


ACHROMYCIN® Tetracycline 
Phenacetin 

Caffeine . 

Salicylamide 

Chlorothen Citrate 


Bottles of 24 and 100. 


SYRUP (lemon-lime flavored) 
Each teaspoonful (5 cc.) contains: 


ACHROMYCIN® Tetracycline 
equivalent to tetracycline HCl 

Phenacetin 

Salicylamide 

Ascorbic Acid (C) ... 

Pyrilamine Maleate . 

Methylparaben 

Propylparaben 


Bottle of 4 oz. 


Getorie) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Peari River, New York 
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FORD, R. V., Rochelle, J.B.111, Handley, C. A., Moyer, J. H. and Spurr, C. L.: 
J.A.M.A. 166:129, Jan. 11, 1958. 


“.. in premenstrual edema, convenience of therapy points to the selection of 
chlorothiazide, since it is both potent and free from adverse electrolyte 
actions.” In the vast majority of patients, "DIURIL' relieves or prevents the fluid 
“build-up” of the premenstrual syndrome. The onset of relief often occurs 
within two hours following convenient, oral, once-a-day dosage. "DIURIL' is well 
tolerated, does not interfere with hormonal balance and is continuously 
effective—even on continued daily administration. 


DOSAGE: one 500 mg. tablet "DIURIL' daily—beginning the first morning of 
symptoms and continuing until after onset of menses. For optimal therapy, | 
dosage schedule should be adjusted to meet the needs of the individual patient. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' (chlorothiazide); | 
bottles of 100 and 1,000. 


Diurit is a trade-mark of Merck & Co., Inc; 


MERCK SHARP & DOHME Division of MERCK & CO., Inc., Philadelphia 1, Pa. «PD 
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(EDEMA) 


quickly relieves 
Distress 

Distention 
Discomfort 


ANY INDICATION FOR DIURESIS 1S AN INDICATION | bg, hs FOR 'DIURIL' 
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@ @ ef the | Continuation Center and 

Student Union Building 


Executive Director, 

Continuation Center & Student Union Bldg. 
University of Kansas Medical Center 

39th & Rainbow 

Kansas City, Kansas TA 2-5252 Extension 450 


\ VA Y invite you to make use of the facilities of the Continuation Center and 


For Reservations 


Student Union Building (The Student Center) at any time you are in the 
Kansas City area—for professional training, for business, for pleasure. 
All-weather tunnels connect all buildings at the University of Kansas Medi- 


cal Center. 

* Studio-type guest rooms with twin * 24-hour desk service 
beds, shower and tub are spacious * Free parking 
and beautifully decorated. * Telephone service 

* Air conditioning Rates: Single $5.50, Double $8.50 


Financing Your New Clinic Building 


| 


4) 
Early in your planning for your new clinic or medical practice building, you will meet 
the question of financing its construction. 


We would like to suggest a consultation with the Mortgage Loan Department of 
Farmers & Bankers Life. Over the past twenty years we have made a number of first 
mortgage loans to doctors throughout the state, for the construction of their own clinic 
or office buildings. 

Ours is a Kansas-incorporated company which has been in business for 47 years, with 
home offices in Wichita and assets currently exceeding $44 millions. We shall welcome 
an opportunity to take part in your planning — in strictest confidence and without 
obligation to you. 


Farmers & Bankers Life 


Mortgage Loan Department 
INSURANCE COMPANY ¢ HOME OFFICE, WICHITA 
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Of 
INFLAMED? 


The 
Menninger Clinic 


CHILD PSYCHIATRY 
SERVICE 


Robert E. Switzer, M.D., Director 


Outpatient consultation, evaluation, 
and treatment for infants and children 
to 18 years. 

Residential treatment for elementary 
grade children with emotional and be- 


havior problems. 


STREPTOKINASE-STREPTODORNASE 


*Reg. U.S. Pat. Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


Atl 


COME FROM 60 70 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


OMAHA 31, NEBRASKA 
Since 1902 
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EQUIPMENT 


‘PHONE MOHA 


wk 5-5 
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x DRINK | 
FLOWMETERS, CATHETERS, MASKS, CANNULAS—INCLUDING HIGH - OR 
KANSES OXYGEN, INCORPORATED | 
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in spasticity of the GI tract 


“combining an 
action plus mild 


PERFORMANCE WITH 
GREATER PERMANENCE 


gardiess of Previo 


impressive 
pody of 


1, Welsh, A. L., and Ede, M.: J.A.M.A. 166:158, 1958. 
2. Bleiberg, J.: J.M. Soc. New Jersey 53:37, 1956. 

. Abrams, B. P., and Shaw, C.: Clin. Med. 3:839, 1956, 
. Bleiberg, J.: Am. Practitioner 8:1404, 1957. 

&. Clyman, S. G.: Postgrad. Med. 21:309, 1957. 


NEVv/! TARCORTIN LOTION 
pxceliont for fesions head and 


REED & CARNRICK | Jersey City 6, New Jersey 


|  Pavatrine | 
wit heno arbi ai 
for “the butterfly stomach.” 
dosage: one tablet before ea meal and at-bedtime. 
THE MANAGEMENT | Ee. 
Hydrocortisone 0.5% and Special Cual Tar Extract 
(TAR ONIS®) in a greaseless, stainiess vanishing cream base. 
Hydrocortisone 0.5%, Neomycin 0.35% (as Sulfate) and Special 
M Tar Extract S% (TARBONIS) in an ointment base. 
* 
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Make sparkling radiographs... 


order fresh SUPERMIX * TODAY 


STAIN-LESS SPEED 

SUPERMIX LIQUIDS DEVELOPER REFRESHER FIXER* FIXER 

26 oz. makes 1 gal $1.42 $1.27 
12 or more, each 1.14 


*Comes in 1 and 5 qt. only, to make 1 and 5 gal. of solution. 


® Stainless-steel processing tanks are no longer a luxury ... Ask us 
for details on economical G-E ''5-15-5"' models. 


Your one-stop direct source for the 


FINEST IN X- RAY 


apparatus suppli ies 


RESIDENT REPRESENTATIVES 


TOPEKA 
DIRECT FACTORY BRANCH J. W. HELLER 
KANSAS CITY, MO. 710 Pk. Lane ¢ Phone 6324 
112 W. 19th St. ¢ Victor 2-1080 WICHITA 


F. C. LISCUM 
2418 Wilma ¢ Phone 7-1053 


Real Pi real relief 


— Dow: 


150 mg. (212 grains) 1 or 2 tablets. 
30 mg. (1/2 grain) Narcotic blank required. 


Demerol hydrochioride.... 30 mg. (1/2 grain) 


Potentiated Pain 


WINTHROP LABORATORIES 
New York 18, N.Y. © Windsor, Ont. 

Demerol (brand of meperidine), 

trademark reg. U. Pat. 
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ADVANCE REGISTRATION FORM — 


FOR THE 


A.M. A.12™ CLINICAL MEETING 


l\ MINNEAPOLIS, MINNESOTA 
DECEMBER 2-5, 1958 


This idea helped 6,245 physicians to register for the San 
Francisco meeting with little or no delay, why not try it? 


MEMBER PHYSICIAN’S ADVANCE REGISTRATION CARD... 


Please fill out this coupon in full and return it before Nov. 4, 1958 
to the Circulation and Records Dept. of the American Medical 
Association, 535 N. Dearborn St., Chicago 10, Illinois, and receive 
your registration identification card for the Minneapolis meeting. 


(Please print your name) 


(Journal Address—Street, City, Zone and State) 


| am a Member of the State Medical Association 


Every physician must register in his own name) 
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Central Antitussive Effect — mild, dependable 


Dihydrocodeinone bitartrate . 
and Expectorant Aetion Potassium gualacet sulfonate 


° 
j 
4 
# : 
\\ 
4 
| SSIVE DECONGESTANT ANTIHISTAMINIC 
1 5.0 mg. 
| : 
“Bottles OF 16 fl. or. 
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CHRONIC 


NFECTIOUS. 
DERMATITIS? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPT 


U.S. Pat. off 


LEDERLE LABORATORIES, a a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 


ANNUAL CLINICAL 
CONFERENCE 
CHICAGO MEDICAL SOCIETY 


March 2, 3, 4 and 5, 1959 
Palmer House, Chicago 


Lectures 
Teaching Demonstrations 
Medical Color Telecasts 


The CHICAGO MEDICAL SOCIETY 
ANNUAL CLINICAL CONFERENCE 
should be a MUST on the calendar of 
every physician. Plan now to attend 
and make your reservation at the 
Palmer House. 


Maintainin 
Records 


KANSAS CITY Office: 

R. E. McCurdy, Rep. 
2020 Olathe Blvd., Apt. 305 
Tel. Yellowstone 2-8929 
(If no answer, call Logan 1-1498) 
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“Premarin” with Meprobamate new potency 


ADVERTISEMENTS 


Each tablet contains 0.4 mg. “Premarin,’” 200 mg. meprobamate 


For undue emotional stress 
in the menopause 


WRITE SIMPLY... 


Supply: 
No. 880, PMB-200 
bottles of 60 and 500. 

No. 881, PMB-400 
bottles of 60 and 500. 


Also available as 
PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobamate 
in each tablet). 


AYERST LABORATORIES * New York 16, New York ° Montreal, Canada 
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**Premarin®"’ conjugated estrogens (equine) Meprobamate licensed under U.S. Pat. No. 2,724,720 


For patients over 40, The G POINT (point of os ia oy 
declination in life) can be postponed! DEF 
Properly balanced Androgen — Estrogen — 
nutritional therapy may prevent premature (GROWTH) (MATURATION) (DECLINE) 
aging and damage of gonadal decline and 
nutritional inadequacy. Each Magenta Soft Gelatin Capsule contains: 
Complaints of symptoms such as muscular Methyltestosterone ..... 2mg. Thiamine Hcl. 2 mg. 
pain, fatigue, irritability, and poor appetite Hel 
in the patient over 40 may be the first indi- a... ee Senin. 20 mg. 
cations of three major stress factors in the Ascorbic Acid 30mg. Mangan: img. 
aging process: (1) Gonadal Hormonal Imbal- lodmen mo. 
ance, (2) Nutritional Inadequacy and (3) Emo- 0.1 mg. Potassi 2 mg. 
tional Instability. GERITAG is especially for- 
mulated to guard against premature damage Vitamin D “400 1.U.  Methioni 20 ae. 
and to delay the degenerative process. Inositol 20 mg. 
Rx GERITAG in preventive geriatrics. Kia aio as injectable. 


*Chappel, C.C., J.A.M.A., 162: 1414, (Dec. 8) 1956 


Write for Latest Technical Bulletins. 


| 
FMR 
= 
| | 
$830 
| 
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J. TUTAG & COMPANY 
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THE LATTIMORE- FINK 
LABORATORIES 


Topeka — El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

Ralph S. McCants, A.B., M.D., Pathologist 
H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 


Historical Material Needed 


In preparation for the observance of 
The Kansas Medical Society’s centen- 
nial anniversary, members of the Com- 
mittee on History are attempting to 
collect all material of historical inter- 
est. Physicians who can contribute in- 
formation, records, etc., are urged to 
send such to 


Committee on History 
Kansas Medical Society 
315 West 4th Street 
Topeka, Kansas 


Service to Doctors of 
Medicine 


General medical supplies 


Surgical garment fitting 
department 


Equipment repairs 


Equipment rentals for 
patients 


Munns Medical Supply Co. 


Tenth & Horne Telephone 
Topeka, Kans. 5-5383 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 


Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


: Taylor Back Brace 
Surgical Made to Order in 
Corsets Our Own Factory 


P, W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 
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RADIUM 


(Including Radium Applicators) 


For All Medical Purposes 


Est. 1919 


Quincy X-Ray & Radium Laboratories 


(Owned and Directed by a Physician- 
Radiologist) 
HAROLD SWANBERG. B.S., M.D., Director 
W. C. U. Bldg. Quincy, Illinois 


RENTALS * SALES 
HOSPITAL BEDS WHEEL CHAIRS 
INVALID LIFTS = =INVALID WALKERS 


* BRACE SHOP * 
Certified orthotist and skilled technicians 
on duty at all times 


PETRO’S SURGICAL APPLIANCES 
618-20 Quincy Topeka, Kans. Ph. CE-40207 


Prairie View Hospital 


Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 


mittee. 
ACCELERATE THE 
RECOVERY 
CLASSIFIED ADVERTISEMENTS PROCESS WITH 


WANTED: A good county seat town in eastern Kansas ; 
needs a doctor. Population 750. Near Topeka and Kansas City. 
Building available. County hospital about 10 minutes away. 
An excellent opportunity for someone interested in a small 
town practice. Write the JourNAL 13-58. 


WANTED—General practitioner or internist to organize geri- 
a group in larger city. To start soon. Write the JourNAl bs 


STREPTOKINASE-STREPTODORNASE LECERLE 


*Reg U.S Pat Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Peari River, New York 
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112) Grend.. 8A 10206 
Kansas City & Missouri 


The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


Everything for the Laboratory 


SOUTHWEST SCIENTIFIC 
CORPORATION 
LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. Francis Street 
Phone 2-0582 Wichita, Kansas 


Index to Advertisers 

Abbott Laboratories ..... 17, 18, 19, 20, 21, and facing 16 
American Medical Association ............+.s000+05. 57 
Burroughs Wellcome and Company, Inc. ........ facing 48 
Ciba Pharmaceutical Products, Inc. ............ 9 and 26 
Com Products Sales Company... 16 
Farmers and Bankers Life Insurance Company ........ 52 
General Electric X-ray Department .................. 56 
Hanicke, P. W., Manufacturing Company ............ 60 
Lattimore-Fink Laboratories 


Lederle Laboratories 22, 25, 40, 49, 53, 58, 61, and facing x 


53 
Merck, Sharp and Dohme, Inc. ... 8, 14, 15, 33, 46, 50, 51 
Munns Medical Supply Company, 60 
Parke, Davis and Company ...... Inside front cover and 3 
Quincy X-ray and Radium Laboratories .............. 61 
Robins, A. H., and Company, Inc. ......... 13, 41, and 47 
Roerig, J. B., and Company, Inc. .......... 10, 11, and 38 
Smith, Kline and French Laboratories ........ Back cover 
Southwest Scientific Corporation .................05- 62 
University of Kansas Medical Center ................ 
36 and 37 
Wallace 6, 12, 31, and 48 


Our 75th Year... 

of serving physicians of 
the Middle West with 
high uality and rigidly 
led pharmaceutical 
pro ducts. 


PENTAFORT 


Provides BOTH fast and prolonged vaso- 
dilation for practical prophylaxis in angina 
pectoris. 


Combines TWO (Nitroglycerin and Penta- 

erythritol Tetranitrate) time tested coronary 

vasodilators in a stable and economical dos- 

age form. 

Trinitrate (Nitroglycerin) 1/150 gr. 
Pentaerythritol Tetranitrate ....1 


SUTLIFF & CASE INC. Thiamin Mononitrate 


| Pharmaceutical Specialties 


PEORIA, ILLINOIS 


GOSSARD front 

Lint Aiyles and, 4 
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for three years 


_ hypertensive agent of equal therapeu 
efficacy to reserpine in the treatmen 


No Tolerance Development 
Lower Incidence of Depression 


ALSEROXYLON, 2 MG. 


just two tablets 
at bedtime 


After full effect 
one tablet suffices 


For gratifying Rauwolfia response 5 
virtually free from side actions 


When more potent drugs are needed, prescribe 
Rauwiloid® + Veriloid® Serer 
[ alseroxylon 1 mg. ond alkavervir 3 mg. 4 
; for moderate to severe hypertension, 
Initial dose 1 tablet t.i.d., p.c. 


f Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and hexamethonium chloride dihydrate 250 mg. 


in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 


Both combinations in convenient single-tablet form, 


} 
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* 
Many such hypertensives | 
— 
_ “alseroxylon [Rauwiloid] is an anti- 
: of-hy er n, but with significantly 
; ‘Poxicity in the Treatment of- Hyper: 
H 


Compazine 


Topeka, Kansas 


nausea and vomiting 


—from virtually any cause 


e in pregnancy—pre- and postoperative states— 
gastroenteritis—alcoholism—cancer and chronic 
diseases 


e control is achieved with low dosage—usually 
15 to 20 mg. daily—and often within a half 
hour after the first oral dose 


‘Compazine’ is remarkable for its freedom from drowsiness. Patients 
carry on normal activities and often experience an actual alerting effect. 


Pee for immediate control of severe vomiting: 


NEW: Multiple dose vials, Se. 
10 cc. (5 mg./cc.) 
Also available: 


Tablets, 5, 10 and 25 mg., in bottles of 50 and 500. 
Spansulet capsules, 10, 15 and 30 mg., in bottles of 30 and 250. 


Ampuls, 2 cc. (5 mg./cc.) 


—always carry one in your bag 


Suppositories, 5 and 25 mg., in boxes of 6. 


Syrup, 5 mg./teaspoonful (5 cc.), in 4 fl. oz. lightproof bottles. 
Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
TT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F, 
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